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FOREWORD 


The QuarrerRLy Review OF SURGERY, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 

2. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia 11. Proctology 

3. Tumors 10—C. Peritoneum 12. Genitourinary Surgery 

4. Neurosurgery 10—D. Stomach and 13. Gynecologic Surgery 

5. Head and Neck Duodenum 14. Vascular Surgery 

6. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 

7. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 

8. Thoracic Surgery 10—G. Liverand Biliary 17. Miscellaneous 

9. Breast Tract 18. Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 

Normal Pregnancy Including Diagnostic Tests The Menstrual Cycle 

Pathologic Pregnancy The Vulva and Vagina 

Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 

Normal Labor Including Anesthesia The Adnexa (Physiology and Pathology) 
and Analgesia Operative Gynecology 

Pathologic Labor Including Sterility and Fertility 
Operative Obstetrics Female Urology 


Pathology of Newborn 
The Puerperium 
MISCELLANEOUS BOOK REVIEWS 
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Thoracie Surgery 


6. Bronchial Resection and Anastomosis 


Abdominal Surgery 
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7. Vagotomy as a Prophylactic and Curative Procedure in Peptic Ulcer. 
8. Tubeless Gastric Analysis by Use of Insoluble Salts with Exogenous Lons. 
9. An Appraisal of Surgical Treatment of Gastric Malignancy . 
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Ll. Liver Nodules Encountered at Laparotomy: Significance and Treatment . 
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Gastric Operations: A Historical Review —II* 
John M. Waugh, M.D. 


and 
Robert T. Hood, Jr., M.D. 


MAYO CLINIC AND MAYO FOUNDATION 
ROCHESTER, MINN. 


ANTRAL EXCLUSION OPERATIONS 


While the procedure of antral exclusion is generally associated in our minds today 
with the surgical management of irremovable duodenal ulcers, it originated as an 
alternative to gastroenterostomy for obstructing growths at the pyloric orifice. In 
1895, von Eiselsberg*® reported the first use of the procedure. He transected the 
stomach proximal to the growth, closed the stomach and duodenum, and then per- 
formed an antecolic, isoperistaltic gastroenterostomy (fig. 7). He claimed greater 
palliation was obtained with this procedure than with gastroenterostomy alone, 
since there was less bleeding, less pain, and less chance of perforation of the growth. 

In 1925, Devine described the use of an antral exclusion operation for duodenal 
ulcer and claimed that results from this procedure equalled those obtained with 
gastric resection. The stomach was transected in its distal third, and the distal end 
closed and sutured to the gastrohepatic omentum. The proximal cut end was then 
anastomosed with the jejunum behind the colon according to the method of anas- 
tomosis described by Polya. Because this procedure did not eliminate the humoral 
participation of the antral mucosa in the gastric secretory mechanism, the incidence 
of recurrent ulceration was unjustifiably high. Bancroft attempted to overcome this 
disadvantage by coning out the antral mucosa after transection of the stomach The 
antral stump was inverted with three rows of sutures. He reported favorable results 
and no leakage from the antral stump in his series of cases. Plenk modified the 
technic of removing the antral mucosa by cutting first through the seromuscular 
layer of the stomach only, and then, by exerting tension on a clamp placed across 
the stomach proximal to this incision, he could more readily dissect the antral mucosa 
away from the overlying layers. The antrum was closed by approximating the 
muscular layers with interna] sutures rather than by inversion. 


* This is the second half of a two part article. The first part was published in the December issue of the 
Quarterly Review of Surgery, Obstetrics & Gynecology. 


Finsterer** early championed the use of the Devine procedure in conjunction with 
partial gastrectomy for duodenal ulcer. Because of the high incidence of recurrent 
ulceration, he later** adopted the Bancroft modification, with which he has continued 
to report favorable results. It is the latter procedure rather than the original Ban- 
croft operation which remains in favor in many surgical centers today. 

The two stage procedure of gastric resection described by McKittrick and his co- 
workers in 1944 for use in cases of duodenal ulcer associated with extensive acute 
inflammatory changes in the adjacent tissue, incorporates the principle of antral 
exclusion in its first stage. In this stage, the stomach is transected at the junction 
of the antrum and corpus, the antrum is closed without further disturbance, and a 
gastric resection (usually a Hofmeister operation) is completed. At the second stage, 
generally performed six weeks later, the antrum is removed and the duodenum tran- 
sected and closed at a point of election distal to the pylorus. 


CLOSURE OF DUODENAL STUMP 


The technic of closure of the duodenal stump in the Billroth II operations follows 
no set pattern. For the most part, the methods vary in details only, and rightfully, 
no particular surgeons’ names are associated with them. However, in the case of 
closure of certain duodenal stumps badly deformed by ulcer, the original technics of 
a few surgeons deserve special mention. Bsteh, in 1933, met the problem posed by 
the posterior penetrating duodenal ulcer by transecting the duodenum obliquely to 
create a long anterior flap. The edge of the anterior flap was approximated to the 
edge of the posterior flap just distal to the ulcer. The closed duodenum was then 
applied to the bed of the excluded ulcer crater by a second row of sutures passing 
through the anterior duodenal] wall and the proximal margin of the ulcer. Nissen, 
also in 1933, described his method for use in similar situations. The duodenum was 
transected just beyond the ulcer and the ulcer excluded. The duodenum was then 
closed by sutures passing through the distal edge of the crater and posterior and 
anterior walls of duodenum. The second row of sutures attached the anterior duo- 
denal wall to the proximal edge of the crater, thus rolling the duodenum into the 
crater. Graham,**® in 1938, advocated transection and closure of the duodenum 
beyond the excluded ulcer, after which the anterior wall was used to cover the 
crater. Friedemann, in 1936, was the first to suggest closure of the inflammatory 
duodenal stump around a catheter, thus establishing a catheter duodenal stoma. 
Welch and Priestley and Butler are among those who have suggested the use of this 
same procedure in selected cases. Lahey'’* has advocated exploration of the common 
bile duct and passage of a probe to facilitate recognition of the duct during dissection 
of the duodenum in difficult cases. 


MISCELLANEOUS METHODS OF GASTRIC RESECTION 


Wedge resection of various portions of the gastric wall for removal of ulcers or 
tumors has been widely practiced in many surgical clinics in Europe and America 
since the early days of gastric surgery. Payr, in 1910, described a more radical alterna- 
tive for wedge resection applicable to both ulcers and tumors. He removed a sleeve 
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section of the stomach including the lesion and re-established the continuity by end 
to end gastrogastrostomy. The level of the resection was dictated by the location 
of the lesion. Payr was not the first to employ this procedure, as Mikulicz'** had 
reported his experience with a similar type of segmental resection in 1897, but had 


Devine 1925 Borcroft 1932 


von Eiselsberg -1895 
\ 
| 


Mikulicz 1898 
Finsterer -1940 


Mc Kittrick 1944 


Fic. 7. Miscellaneous gastric operations. 


promptly abandoned it in the treatment of peptic ulcer. Riedel had also favored its 
use for removal of gastric ulcers. The operation found some limited favor in the 
hands of Judd and Lyons. 

In 1929, Connell reported the development of an operation designed to remove a 
large part of the acid-bearing portion of the stomach without interrupting gastric 
continuity or disturbing the magenstrasse. The procedure was essentially a large 
wedge resection which removed a sizable portion of the fundus and so was termed a 
‘*fundusectomy.’’ The same principle of removal of the acid-bearing portion of the 
stomach was applied by Wangensteen'®* in 1940. He removed a large portion of the 
acid-bearing wall of the stomach along the greater curvature from the cardia to the 
antrum, thus converting the stomach into a tube. The high incidence of recurrent 
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peptic ulceration among his patients caused him to abandon the operation. In 1952, 
however, he'”* reported success with another form of operation designed again to 
reduce the acid-bearing component of the stomach. This operation consists of re- 
section of all the stomach, exclusive of the antrum and a rim of fundus around the 
cardia, followed by end to end anastomosis of the two remnants. In addition, a 
complementary Heineke-Mikulicz type of pyloroplasty is performed. 


TOTAL GASTRECTOMY 


Our present-day concept of total gastrectomy implies complete removal of all the 
stomach. Both the term ‘total gastrectomy” and its definition first appeared in a 
discussion by Krénlein'®' in 1898. Prior to 


that time, gastrectomy was considered to 

be complete if a small remnant of cardia 

. les and pyloric antrum remained for anasto- 
rene tan mosis. The latter view was conceived by 

s Billroth,'? and through his influence it was 


rpetuated for many years. 
Schlatter 1897 yy 


The first total gastrectomy in man was 
reported by Conner of Cincinnati, Ohio, in 
1884. The patient died of shock on the 
operating table after removal of the stom- 


‘ rey ach, and no anastomosis was made. It was 
pcan ; SS not until 1897 that a total gastrectomy was 


successfully performed. Schlatter of Swit- 
Chevasse 1899 zerland removed the entire stomach of a 


woman with gastric carcinoma, and anas- 
Goldschwend 1909 


tomosed the esophagus and a loop of je- 
junum after leaving a small flap of gastric 
pe mucosa posteriorly at the cardia which 
Var was sealed over the anastomosis (fig. 8). 


—— His patient died a year later of recurrent 
cancer. In 1898, the next three successful 
total gastrectomies were reported, all by 

Hoffmcen 1922 American surgeons. Brigham performed 

Schloffer 1917 the first esophagoduodenostomy on a pa- 

tient who lived for two years. It was on 
this patient that the first observation was 
made of retarded hematopoiesis after total gastrectomy. Richardson'®* also per- 
formed an esophagoduodenostomy and reported that nine months later there was a 
fistula, which at necropsy was found to lead to the anastomosis. Incidentally, the 
operation was completed in one hour without the production of shock. Macdonald 
utilized an esophagoduodenostomy performed over a Murphy button. In the next 
few years, both Harvie and Moynihan'** reported the performance of total gas- 
trectomy. 


Fic. 8. Total Gastrectomy. 
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The essentiality of re-establishing gastroenteric continuity after total gastrectomy 
soon became apparent. Chevasse, in 1899, closed the abdominal end of the esophagus 
after the entire stomach had been removed and then established a duodenal fistula 
by suturing the duodenum to the skin. The patient died of peritonitis during the 
early postoperative period. Hiaberlin reported, in 1910, that he had similarly closed 


Jennings 1936 Grahom 1940 


Hunt 1952 
Orr 1947 


State 1951 
Longmire 1952 


Fic. 9. Total gastrectomy (cont.). 


the esophagus, and then closed the duodenum and established a jejunal stoma for 
feeding purposes. His patient succumbed to peritonitis 16 days later. 


The importance of sidetracking the duodenal contents from the region of theesoph- 
agojejunostomy was not appreciated until Schloffer, in 1917, first employed an 
enteroanastomosis between the afferent and efferent jejunal limbs. The desirability 
of this maneuver was further emphasized in 1922 by Hoffmann, who indicated a 
preference for a long enteroanastomosis placed just below the transverse mesocolon 
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after performance of a retrocolic end to side esophagojejunostomy. A similar effect 
was achieved by use of the Roux Y principle for esophagojejunostomy. This accom- 
plishment was reported by Goldschwend in 1909 and by Reid in 1925. In each case, 
an end to end esophagojejunostomy was used. 

However, it was not until Orr's reported success with the method in 1947 that the 
Y anastomosis gained wide acceptance. Orr closed the distal end of the jejunum and 
delivered it through the transverse mesocolon. The end of the esophagus wasanas- 
tomosed with the side of the jejunum just distal to its closed end, after which the 
jejunum was secured to the diaphragm adjacent to the esophageal hiatus. An end 
to side jejunojejunostomy completed the procedure. Garlock,*? as well as Reynolds 
and Young, has reviewed the experience with the Y anastomosis in which the end 
rather than the side of the jejunum was anastomosed with the end of the esophagus. 

Leakage at the site of the esophagoenteric anastomosis has been and remains one 
of the most troublesome of the technical aspects of total gastrectomy. Different 
ingenious methods have been devised to meet this problem. Goepel,®* in 1925, 
attempted to apply the same principle of anastomosis he had used for gastroduode- 
nostomy two years previously. A seromuscular flap from the cardiac end of the 
stomach was reflected prior to transection of the mucosa at the esophagogastric 
junction. After anastomosis of the esophageal mucosa with the full thickness of 
the transected duodenal wall, he rolled the seromuscular flap across the anastomosis 
and sutured it to the duodenum. Jennings, in 1936, described his method of esoph- 
agojejunal anastomosis, in which a catgut ligature was used to close the end of the 
esophagus, after which this end was introduced through the side of a loop of je- 
junum and anastomosis was effected between the jejunum and the wall of the esoph- 
agus above its point of transection (fig. 9). 

Jennings relied on later digestion of the catgut and delayed opening of the esoph- 
agus, presumably at some time after healing of the anastomosis. The method of 
anastomosis devised by Roscoe Graham®*’ in 1940 remains widely used. He first 
attached the loop of jejunum to a high point on the posterior wall of the esophagus. 
An anastomosis was then made between the transected end of esophagus and the 
efferent limb of jejunum. After completion of the anastomosis, the afferent jejunal 
limb was folded across the anastomosis to seal the site of esophagojejunostomy 
further. An enteroanastomosis was then established between the two limbs. 

Wangensteen, '*® in 1937, proposed a two stage total gastrectomy, one aim of which 
was to reduce the incidence of leakage at the site of anastomosis. In the first stage, 
the loop of jejunum was brought through the transverse mesocolon and attached to 
the diaphragm behind and above the cardia. Then enteroanastomosis was performed. 
At the second stage, total gastrectomy and end to side esophagojejunostomy was 
accomplished. 

In 1926 Schwarz reported removal of the spleen in conjunction with total gastrec- 
tomy. While not immediately recognized, the significance of this early concept is 
clearly attested today by the almost universal inclusion of splenectomy with total 
gastrectomy for the treatment of certain carcinomatous growths of the stomach. 

Recently, there has been a revived interest in developing a satisfactory gastric 
reservoir to replace the stomach. The first attempts in this direction were made by 
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Hoffmann in 1922 and apparently promptly forgotten. He joined the walls of the 
jejunum adjacent to the site of esophagojejunostomy by an anastomosis similar to a 
Finney type of pyloroplasty, thus creating a reservoir of jejunum immediately distal 
to the esophagus. Steinberg, unaware of Hoffmann's work, reported the identical 
technic in 1949. A different form of jejunal reservoir was developed by Hunt and 
reported in 1952. 


Utilizing the Roux Y principle, instead of anastomosing the esophagus with the 
distal end of the jejunum, he doubled the end of jejunum back on itself for a distance 
of 6 inches and anastomosed the adjacent segments of jejunum with each other to 
fashion a pouch. The esophagus was then anastomosed with the cephalic end of this 
pouch. Longmire and Beal have described the use of a segment of jejunum to sub- 
stitute for the excised stomach. The transected segment was passed through the 
transverse mesocolon and attached by end to end anastomosis in a peristaltic fashion 
to the esophagus above and the duodenum below. Other efforts have been directed 
toward the formation of a gastric reservoir from a segment of colon. Lee, in 1951, 
reported the use of the right portion of the colon for such a purpose. This part of 
the colon was transected as for a right hemicolectomy and then rotated counter- 
clockwise until the terminal part of the ileum lay in the left upper quadrant. The 
esophagus was anastomosed with the ileum, and the hepatic flexure of the colon 
with the duodenum in end to end fashion, after which an end to end ileotransverse 
colostomy was effected. This same method was independently developed and re- 
ported by Hunnicutt. A segment of transverse colon has been used in a similar 
manner by State and his co-workers. 


The preferred approach for total gastrectomy remains controversial. Most surgeons 
satisfactorily employ some form of upper abdominal incision. Extension of a vertical 
upper-abdominal incision into the thorax to obtain wider exposure in certain cases 
has been suggested by Garlock®? and Humphreys. A transverse upper abdominal in- 
cision may be extended for the same purpose, as described by Kirschner and Kremen. 
Another variant of the abdominothoracic incision is that advocated by Wangen- 
steen'*’ for total gastrectomy. The upper midline incision is extended upward over 
the sternum, which is then split vertically to the level of and into the fourth inter- 
costal space, thus providing easy access to the esophageal hiatus. A transthoracic, 
transdiaphragmatic approach for total gastrectomy was first described by Meyer in 
1942 and popularized by Sweet. '** 

For more detailed presentations of the history of total gastrectomy, the reader is 
referred to the excellent reviews of Kobelt, Finney, and Rienhoff; Roeder; Pack and 


McNeer,!*? and Orr. 


CARDIECTOMY AND ESOPHAGOGASTRECTOMY 


Lesions located in the cardiac end of the stomach may, depending upon their 
precise location and the preference of the operating surgeon, be removed by one of 
three procedures: total gastrectomy, proximal gastrectomy or cardiectomy, and 
esophagogastrectomy. Either of the first two procedures may be performed through 
an abdominal, a thoracic, or a combined abdominothoracic approach, but the high 
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exposure required for esophagogastric resection requires a thoracic or combined in- 
cision. Because of the frequent extension of malignant growths of the cardia into 
the esophagus, the advisability of a relatively high resection of the esophagus gen- 
erally favors the selection of esophagogastrectomy for lesions in this location. 
Esophagogastrectomy was conceived in the first decade of this century as an alter- 
native for cardiectomy because of the recognized limited application of the latter 
procedure for malignant growths of the esophagogastric junction and the gastric 
cardia. The development and perfection of technics for esophagogastrectomy have 
been a part of the larger development of esophageal surgery. It is beyond the prov- 
ince of this review to attempt any summary of the historic highlights of esophageal 
surgery. Rather, only those major contributions from which have evolved means of 
removing growths in the esophagogastric junction and gastric cardia will be reviewed. 
Mikulicz,'** in 1898, performed the first cardiectomy by the abdominal route. 
He joined the esophagus to the fundus of the stomach. However, the patient died 
of the operation before observations on the effectiveness of the procedure could be 
judged. Voelcker performed the first successful abdominal cardiectomy in 1908. 
The operation was little used and apparently overshadowed by the development of 
esophagogastrectomy. Pack and McNeer mentioned the description by Radlinski of 
an abdominal cardiectomy. In place of re-establishing esophagogastric continuity, 
he constructed a permanent gastric stoma and connected the transected esophagus to 
the skin by a catheter. In 1923, Hérhammer reported the six year survival of a 
patient whose cardial cancer had been removed by a transabdominal cardiectomy. 
Pack and McNeer'** have re-emphasized the feasibility and relative safety of ab- 
dominal cardiectomy. In their operation the stomach is transected obliquely to 


remove most of the lesser curvature of the stomach, which is then closed, forming a 
tube-shaped remnant. The esophagus is anastomosed with the upper end of the 
remnant through a new opening made just anterior to the greater curvature end of 
the closure. 


The first unsuccessful attempts at transthoracic cardiectomy were made by Miku- 
licz'?® in 1904, and Sauerbruch!** in 1906, with fatal results in both cases. Wen- 
del*°?: *°* reported a similar failure in 1907; however, his operation was soundly 
conceived as an operation for cancer. The entire lesser curvature was removed and 
the stomach closed to form a tubelike structure. The end of the esophagus was 
closed and a side to side anastomosis between the distal part of the esophagus and 
the proximal part of the posterior aspect of the stomach was effected by use of a 
Murphy-type button (fig. 10). Zaaiger, in 1913, reported the first successful removal 
of the cardia and lower part of the esophagus by a three stage procedure. The first 
operation consisted of gastrostomy, followed at the second stage by a thoracoplasty 
in which the sixth through eleventh ribs of the left side were removed. With the 
thoracic wall thus in close approximation to the esophagus, at the final stage, 
through a transthoracic incision, he removed the lower part of the esophagus and 
the upper part of the stomach. The transected stomach was closed and the end of 
esophagus exteriorized as an axillary esophageal stoma. His patient died three 
months later in inanition. Hedblom, in 1922, performed an essentially similar pro- 
cedure on a patient who committed suicide several months later. The first successful 
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one stage transpleural cardiectomy was accomplished by Brun in 1916 and repeated 
by Bircher, two years later. 

During the 21 years which intervened between Brun’s report and the first successful 
one stage esophagogastrectomy in America, only scattered reports of surgical attacks 
on the esophagogastric junction appeared in the American literature. Heuer and 
co-workers, in 1925, attempted a two stage operation in which the esophagus was 
mobilized in the first stage and the diaphragm raised and attached to the esophagus 
above the growth. The patient died after this operation, probably as a result of 
infarction of the esophagus due to the mobilization, so that the second stage, at which 


Wendel 1907 
Zaaiger 1913 


Marshall 1938 
Adoms £ Phemister 1938 
Brun 1916 Churchill £ Sweet 1942 


Pack 1948 
Clagett 1948 


Fic. 10. Esophagogastrectomy. 


resection and anastomosis were planned, was never performed. In 1926, Fischer de- 
scribed an experimentally developed method for implanting the esophagus into the 
stomach after esophagogastric resection. The principle involved the raising, from 
the anterior wall of the stomach, of a quadrilateral seromuscular flap which was 
then utilized to cover the esophagogastric anastomosis. While he never attempted 
to use this procedure on a human patient, both Starr and Decker used it with fatal 
results. 

The first successful transthoracic. cardiectomy in this country was reported by 
Marshall in 1938. A carcinoma of the esophagogastric junction was removed by 
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excision of the lower part of the esophagus and the cardia, after which the stomach 
was closed and the end of the esophagus was anastomosed with the apex of the 
fundus. The report of a similar procedure independently developed and performed 
by Adams and Phemister appeared in 1938. Cattell, in 1941, reported the survival, 
two and a half years after operation, of a patient on whom he had performed a two 
stage resection of the distal part of the esophagus and the proximal part of the 
stomach. At the first stage, through a laparotomy incision, the stomach and lower 
part of the esophagus were mobilized and delivered through the esophageal hiatus, 
and the diaphragm was attached to the stomach at a low level. In the second stage, 
the distal part of the esophagus and cardiac end of the stomach were resected through 
a thoracic approach. The stomach was cut obliquely to remove most of the lesser 
curvature, and then closed except at the greater curvature end where the esophagus 
was implanted. 

From the outset, most fatal complications associated with esophagogastrectomy 
developed from leakage at the site of anastomosis. To reduce this threat, many 
variations in technic were proposed which today remain of only historic interest. 
Ohsawa and Raven each suggested that leakage might be reduced by wrapping the 
anastomotic site with omentum. Jonas recommended both anchoring the gastric 
remnant to a rib to avoid tension and feeding by means of a jejunal stoma during the 
period of healing. Carter and co-workers also suggested that relieving the tension 
on the anastomosis by fixation of the stomach would lessen the chance of leakage. 
A somewhat complicated method of esophageal invagination into the stomach was 
described by Sauerbruch,'**: '’° Bircher and Carter and co-workers but later aban- 
doned because of the tendency toward stricture formation. 

Principal credit for the ultimate development of successful technics for esophago- 
gastrectomy belongs to Phemister,'**: '*® Garlock, **~**Churchill and Sweet, Sweet, 
Pack and McNeer,'** Kirklin and Clagett, Payne and Clagett, and Ochsner and 
DeBakey.*7» '** Their success with the procedure has derived not so much from the 
development of drastic changes in method as from perfection of technics of careful 
dissection, accurate anastomosis, and constant attention to the preservation of 
adequate blood supply to the tissue at the site of anastomosis. The treatment of the 
gastric remnant varies, depending on the level of the esophagogastric anastomosis. 
In most instances, for lesions in the gastric cardia or esophagogastric junction, 
Phemister, Garlock, Churchill, and Sweet have favored closure of the line of tran- 
section of the stomach and anastomosis of the esophagus with a new opening in the 
fundus of the stomach. Pack and McNeer have converted the gastric remnant into a 
tubelike structure after transection between von Petz clips. Clagett has used a 
Furniss clamp to accomplish the same effect and has removed most of the lesser 
curvature. In both cases, an anastomosis is formed between the end of the esoph- 
agus and the greater curvature end of the cut edge of the stomach. Ochsner and 
DeBakey likewise have emphasized the importance of removing the lesser curvature 
region of the stomach with its adjacent lymphatic system and conversion of the 
gastric remnant into a tube for end to end anastomosis with the esophagus. Womach 
and co-workers and Wangensteen'** have emphasized the important role of gastric 
acidity in the production of esophagitis after removal of the cardiac sphincteric 
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mechanism. For this reason, they stress the desirability of removal of as much of 
the acid-bearing portion of the stomach as possible, leaving only the gastric antrum 
for anastomosis with the esophagus. 


OPERATIONS DESIGNED TO ENLARGE THE ESOPHAGOGASTRIC JUNCTION 

Regardless of the mechanism involved, a disturbance in the esophagogastric 
sphincteric mechanism results in obstruction to the free passage of food from the 
esophagus into the stomach. The problem thus created is similar in many respects 
to that posed by obstruction at the outlet of the stomach, and a striking parallel 
exists between the procedures employed to overcome the obstructive barrier in these 
two locations. '** 

Mikulicz,'*® in 1904, launched the initial surgical attack on cardiospasm by retro- 
grade dilatation of the cardiac orifice through an incision in the gastric wall. He 
used both a dilating forceps and his fingers to stretch the opening to a diameter of 
at least 7 cm. The procedure thus resem- 


bled that used by Loreta in cases of con- 
genital hypertrophic pyloric stenosis. In \7 
1903, Marwedel''® suggested that the nar- 
rowed cardia could be enlarged by a longi- 
tudinal incision which was closed trans- 
versely, as in the Heineke-Mikulicz pylor- 


oplasty. This was performed for the first 
time by Wendel*** in 1910 (fig. 11). The 
obstruction at the cardia was bypassed in Wendel 1910 


Heyrovsky 1912 


1913 by Heyrovsky, who performed an 

esophagogastrostomy around the cardia by X VY 
anastomosing the csophagus above the ; 
cardia with the fundus after making longi- ip 


tudinal incisions in each, a procedure em- \ 
ploying the same principle as the Jaboulay Heller 1913 


gastroduodenostomy. —Backer-Gréndah] 
modified the Heyrovsky procedure by ex- eran 
tending the incision through the cardia, 

joining the esophageal and fundic inci- 

sions, and performing an esophagogastros- Fa 

tomy similar to the Finney pyloroplasty 

method. Heller, in 1913, described his gee es 
esophagocardiomyotomy, which in essence 
represented an application of the Fredet- 
Rammstedt myotomy to the inlet of the stomach. Heller mobilized the terminal 
part of the esophagus for a distance of 8 to 10 cm. and then incised the muscularis 
of the esophagus and cardia down to the mucosa. He advocated two incisions—one 
anterior and one posterior—to lessen further the chance of return of the sphincteric 
mechanism. Roepke simplified the procedure by demonstrating the adequacy of the 
anterior incision alone. Rumpel, in 1897, had suggested that a feasible surgical 


Fic. 11. Operations for cardiospasm. 
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approach to cardiospasm could be made by resection of the cardia and end to end 
esophagogastric anastomosis, according to the principle of the Billroth I operation. 
In 1922, Pribram reported that Bier had carried out this procedure. 

The most radical surgical procedure devised to relieve cardiospasm is probably 
that described recently by Wangensteen.'** He advocated an extensive esophago- 
gastrectomy and end to end anastomosis of the esophagus with the antrum of the 
stomach. In addition, a Rammstedt pyloromyotomy is performed. He found this 
procedure particularly useful in cases of long-standing cardiospasm in which the 
region of the cardiac sphincter was invested with considerable fibrotic tissue and 
extensive adhesions, due to repeated unsuccessful attempts at dilatation with a 
hydrostatic dilator. 


SUMMARY 


It has been the purpose of this review to survey those developments which have 
contributed significantly to the evolution of technics used widely in present-day 
gastric surgery. Original articles have been consulted to obtain an accurate de- 
scription of initial methods. While the scope of this review precludes an exhaustive 
treatment of the development of any one phase of gastric surgery, insofar as possible 
an attempt has been made to ascertain the contributions of important leaders in 
gastric surgery and to acknowledge their significance in the evolution of gastric 
operations, 
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surgery abstracts 


TUMORS 


Cystic and Cavernous Lymphangioma. JOHN D. BRIGGS, FREDERICK LEIX, 
WILLIAM H. SNYDER, JR., AND LAWRENCE CHAFFIN, Los Angeles, Calif. West. 
J. Surg. 61:499-506, September 1953. 


This report is based on 56 patients with lymphangiomas seen at the Los Angeles 
Children’s Hospital. A majority of the tumors were present at birth, and 88 per 
cent had appeared by the end of the second year of life. Approximately 50 per 
cent were in the neck or axilla. One occurred in the mediastinum. 

Symptoms from the soft, lobulated tumors were minimal and usually the result 
of hemorrhage or infection. Both cystic and cavernous forms of the tumors were 
coexistent in many lesions. Hemangiomatous elements frequently occurred within 
the lymphatic tumor. Involvement of surrounding tissues by extension, notably 
skeletal muscles and salivary glands, was present in several patients. 

Treatment was undertaken as soon as the diagnosis was made. Of the 54 patients 
treated, 2 received only irradiation, with unsatisfactory results. Forty-two patients 
had complete excision of the lesion. None of these are known to have recurrence 
of the tumor. Six of the 10 patients who had incomplete removal developed re- 
currence. Two patients died following excision of the tumor. Infection developed 
in 9 patients but was serious in only one, an infant who died. Two patients had 
facial nerve palsy, which was only temporary in one case. 

A review of the literature reveals that the results following x-ray therapy are 
discouraging. If complete removal by surgical excision is possible, cure should 
be expected. Small particles of tumor tissue may be left without danger of re- 
currence, but large amounts will certainly invite further growth. 3 references. 
8 figures. 6 tables.—Author’s abstract. 


T suggest that such tumors in infants be untouched by surgery unless they are grow- 
ing.—D. V. T. 


Bilateral Adrenalectomy in the Treatment of Advanced Neoplastic Disease. 
WILEY F. BARKER, ERIC T. YUHL, JOHN M. BEAL, JR., MALCOLM R. HILL, JR., 
WILLARD E. GOODWIN, Los Angeles, Calif. West. J. Surg. 67:491-498, Sep- 
tember 1953. 


The rationale for treatment ofcarcinoma of the breast and the prostate by adrenal- 
ectomy and castration is based upon a demonstrated sensitivity of the tumor in 
question to its hormonal milieu. The relationship of malignant melanoma to 
hormonal factors is less certain, but evidence is presented to suggest that melanoma, 
too, might benefit from removal of all sex hormone-producing tissue. 


Three cases of melanoma with extensive metastatic recurrence Were subjected to 
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castration and adrenalectomy. No relief was obtained. The course of the disease 
was not aggravated, however, and pigmentation did not ensue. 

Three cases of carcinoma of the breast with metastases were subjected to adrenal- 
ectomy and oophorectomy, with satisfactory palliation for 10 months in the first 
patient so treated. (This period is now 30 months, still with excellent palliation.) 

Three cases of carcinoma of the prostate were treated by adrenalectomy after 
failure of initial castration and estrogen therapy to control the metastases. None 
of these patients had tumors that had demonstrated true “‘sex-linked” qualities, 
and the results were not favorable in any of the 3 patients at the time of the original 
writing. One patient has since shown definite relief. 

The authors conclude that inoperable metastatic carcinomas of the breast and 
prostate may benefit from adrenalectomy and castration if all other standard 
measures fail to give relief and if some evidence of hormonal dependency is present. 
This is an extreme kind of palliation but it is not attended with the metabolic 
complications that might be expected to render it impractical. The procedure has 
not been successful in the treatment of metastatic melanoma. 1 table.—Author’s 
abstract. 


NEUROSURGERY 


3. Experimental Interverlebral Fusion Using Basie Caletum Phosphale. rrrrz 
L. JENKNER, ELDON L. FOLTZ AND ARTHUR A. WARD, JR., Seattle, Wash. 
J. Neurosurg. X:443—452, September 1953. 


There is no extensive experimental or clinical evidence available concerning the 
fibrous intervertebral fusion which supposedly follows complete removal of the 
intervertebral disc, even though the incidence of ruptured intervertebral dise is 
rather high in the usual neurosurgical practice. This investigation was proposed 
to determine two things: (1) the effectiveness of the intervertebral fusion produced 
in monkeys following simple disc removal and curettement of the cartilanginous 
plates; and (2) the effect on this fusion of synthetic hydroxyapatite introduced 
into the dise space at the initial operation. (This substance is a crystalline basic 
calcium phosphate (BCP), the crystals of which show the same x-ray diffraction 
pattern and practically the same chemical and physical properties as bone.) 

Kighteen monkeys of the species Wacaca mulatta were used in this project. Evac- 
uation of the intervertebral dise in these monkeys was accomplished by the antero- 
lateral retroperitoneal approach, and 4 parallel series set up for comparison, in- 
cluding (1) simple dise removal; (2) simple disc removal plus replacement of the 
dise by basic calcium phosphate; (3) dise evacuation in combination with dis- 
ruption of the cartilaginous plates; and (4) dise evacuation, disruption of the 
cartilaginous plates and introduction of BCP into the dise space. 


The results were studied in two ways. First, spinal mobility was studied by 
placing x-ray spine markers in the dorsal spines above and below the intervertebral 
dise space evacuated. The variation in position of these markers when the animal 
was placed in extreme lumbar flexion and extreme lumbar extension was studied. 
With x-rays of the lumbar spine taken in this manner at three, six, and nine months 
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following operation, comparative effects of the 4 types of procedures on inter- 
vertebral fixation was possible. Second, animals in each series were sacrificed at 
comparable periods of time—three, six, and nine months following operation— 
and the intervertebral disc space with the vertebral body above and below re- 
moved, fixed, and then sectioned and stained. Study of the histologic character of 
the intervertebral disc space then gave a comparison of the results in the 4 series. 

Results showed that simple disc removal in the monkey resulted in histologic 
evidence of fibrous intervertebral union but caused no limitation of motion, as 
demonstrated by x-ray studies. Simple disc removal with replacement of the disc 
by BCP produced a more dense fibrous union with 50 per cent limitation of inter- 
vertebral motion. Disc evacuation in combination with disruption of the car- 
tilaginous plates resulted in bony invasion of the intervertebral space and com- 
plete intervertebral fixation by x-ray six months after operation. Dise evacuation, 
disruption of the cartilaginous plates, and introduction of BCP into the disc space 
increased the rate and degree of bony intervertebral fusion, as shown both by 
x-ray and histologically. 

Therefore, in order to obtain good intervertebral fusion by dise removal, car- 
tilaginous plate disruption must also be done. This process is greatly augmented 
by the introduction of basic calcium phosphate into the evacuated disc space 
experimentally. 11 references. 8 figures.—Author’s abstract. 


1. The Value of Early Neurolysis in Contused Injuries of Peripheral Nerves. 
HOWARD A. BROWN, San Francisco, Calif. West. J. Surg. 67:535-537, Sep- 
tember 1953. 


Details of neurolysis are outlined, with particular reference to the necessity of 
doing this procedure under magnification. The physiologic principles involved are 
discussed, and a review of earlier literature and reports are included. 


Various types of contused injuries included are those in which there has been no 
actual division of the nerve trunk. A point stressed is the importance of early 
operative intervention in order to avoid more permanent effects, such as atrophy, 
fibrosis of muscles, joint stiffness, and trophic changes, which often are irreversible 
if allowed to persist for any length of time. 

Operation is recommended for any centused peripheral nerve injury where no 
evidence of motor or sensory recovery can be demenstrated after six weeks’ time. 

It has been shown in a series of over 60 cases that some evidence of motor or 
sensory recovery can be demonstrated within the first 30 days after a neurolysis 
in 90 per cent of the patients. 8 references. 1 table.—Author’s abstract. 


PLASTIC SURGERY 


5 The Use of the Patch Graft in Extensive Skin Loss. G. KENNETH LEWIS, 
Chicago. Plast. & Reconstruct. Surg. /2:116—-122, August 1953. 


Many skin grafts are lost, or only a partial “take” has resulted, when large 
sheets of skin graft are placed upon a granulating bed. It was observed on several 
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occasions that small pieces of skin laid on the granulating bed resulted invariably 
in a complete graft, without any accumulation of material under the small im- 
planted piece. 

This observation prompted the technic of cutting the large skin graft into small 
irregular pieces and placing them immediately upon the granulating bed. Pressure 
dressings are applied, and the first dressing performed in four to ten days, de- 
pending upon the condition of the wound at the time of operation. The wound 
heals in less time, and morbidity is appreciably reduced. 

Extensive surfaces grafted in this manner present a cosmetic result equal, if 
not superior, to the older method in many patients, since the grafting can be done 
sooner, thus allowing less deformity to develop. As a rule this procedure is used 
in only the large open wound and in the wound with infected granulations. 

Results have been consistently good in both children and adults. The definitive 
surgery is usually of an elective nature, which precludes this type of graft except 
in rare instances. The keloids that form season in about the same length of time 
as grafts applied in the regular manner. 9 references. 3 figures. 1 table. 
Author's abstract. 


The author's condemnation of the use of large sheels of partial thickness skin in the 
grafling of third degree burns is not justified. The poor results he oblained with such 
grafts were due lo improper surgical technic. His method was to give the patients tub 
baths until granulation tissue formed, and on this unhealthy bed, he placed the grafls. 
It is no wonder thal many of them sloughed. The proper method would have been to 
omil all local treatment of the wound, including the tub baths, until the patient was 
brought to the operating room. At this lime, under complete anesthesia and with 
adequate blood replacement, the granulation tissue or sloughs could have been removed 
with a scalpel. To get a “lake” of a large split-thickness grafl, it must be pul where 
granulations recently have been, not on them. 

It is understandable that the author mentions the keloids which form when the method 
of “stamp grafling” is used. A review of the original article shows thal the author's 
conclusions are unsupporled by a single photograph of a healed lesion. Instead, an 
artist's imaginary drawing is presented. The author's position as professor of cto- 
laryngology probably gives a clue as to the reason for his unfamiliarity with conventional 
and successful methods of the skin grafling of large burned surfaces.—-C. R. 1. 


THORACIC SURGERY 
6. Bronchial Resection and Anastomosis. PAUL Ww. GEBAUER, Honolulu, T. H. 
J. Thoracic Surg. 26:241-260, September 1953. 


\ series of 16 cases treated by bronchial surgical procedures followed for periods 
ranging from two to 25 months is presented in tabular form to illustrate the tech- 
nical application of various types of bronchial surgery. 


Sleeve resection and anastomosis of healed tuberculous strictures and of healing 
granulomatous lesions involving lobar bronchi and main bronchi are reported. A 
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case of excision of the left intermediate bronchus, which contained an adenoma, 
and salvage of the entire left lung by uniting the various secondary bronchi to the 
stump of the main bronchus is illustrated. 

The use of partial “wedge excision”’ of stenotic lesions of the main bronchus at 
the time of upper lobectomy is also described. The use of transverse closure of a 
bronchial defect following excision, and transverse closure with the use of neighbor- 
ing branch bronchi as a trapdoor flap, is illustrated by 2 cases: one, a bronchial 
defect arising from accidental excision of the main bronchus during bilobectomy ; 
and the other, closure of a defect resulting from excision of an adenoma of the 
right bronchus with the use of the subsegmental branches of the superior segment 
of the lower lobe. In this manner bilobectomy was avoided and segmental re- 
section substituted. The use of bronchial division to facilitate dissection, es- 
pecially in the removal of shrunken middle lobes, is also illustrated. 

A single case of combined tracheal and right main bronchial stenoses is presented. 
The right main bronchial stenosis was resected, and the upper and lower lobe 
bronchi were transplanted as a single unit into the trachea in such fashion as to 
correct the tracheal stenosis. 6 references. 12 figures. 1 table.—Author’s abstract. 


ABDOMINAL SURGERY 
—STOMACH AND DUODENUM 


Vagolomy as a Prophylactic and Curative Procedure in Peptic Ulcer. wavtMan 
WALTERS AND DONALD P. CHANCE, Rochester, Minn. J. A. M. A. 153:993-997, 
Noy. 14, 1953. 


In recent years 87 per cent of the patients coming to the Mayo Clinic with 
duodenal ulcers have been treated by medical means, whereas 13 per cent have 
required surgical treatment because of complications. 

The patient with gastric ulcer differs in many ways from the patient with 
duodenal ulcer, and partial gastrectomy with removal of the ulcer is the treatment 
of choice for gastric ulcer. The operative risk of this procedure is less than 2 per 
cent, and results are excellent. Vagotomy alone has no place in the treatment of 
gastric ulcers, 20 per cent of which will become malignant. 

In the early twenties, 50 per cent of the patients with duodenal ulcers who came 
to the Mayo Clinic were operated on. Pyloroplasty and gastroduodenostomy were 
performed often and gave good immediate results, but incidence of recurrent 
ulceration was high. Gastroenterostomy gave excellent results in a large per- 
centage of cases, but ulceration recurred in 6 per cent. Gastroenterostomy is now 
used for only 10 per cent of patients with duodenal ulcer treated surgically, whereas 
gastric resection is used on 80 per cent. Gastric resection replaced gastroenter- 
ostomy in the treatment of duodenal ulcer because ulceration recurs in only 2 per 
cent of patients so treated, and 90 per cent have excellent results. The hospital 
mortality rate following 409 gastric resections for duodenal ulcer in 1952 was 
1.5 per cent. 

The truest and best test of what vagotomy will accomplish in the healing of 
peptic ulcer is to note its effect on duodenal and gastric ulcers for which no other 
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operation is performed. At the Mayo Clinic, vagotomy alone gave excellent 
results in only 64 per cent of cases of duodenal ulcer in which it was employed, but 
it failed to heal the ulcers in the 7 cases of gastric ulcer in which it was used, and 
resection Was required ultimately. 

In the experience of the Mayo Clinic, results of vagotomy and gastroenterostomy 
in treatment of duodenal ulcer are not as good as those of gastric resection, while 
the operative risk is about the same. In cases with marked inflammatory reaction 
around the duodenal ulcer, which would make it difficult and hazardous to close 
the duodenal stump, then gastroenterostomy with or without vagotomy might 
become the procedure of choice. 

Vagotomy and pyloroplasty is seldom used in the treatment of duodenal ulcer 
at the Mayo Clinic because of postoperative gastric stasis. The most important 
role of vagotomy is in the treatment of gastrojejunal ulcer following previous 
gastric resection. Here results are superior to those following further gastric 
resection. A recent follow-up study of patients operated on between 1945 and 
1952 disclosed excellent results from vagotomy in 70.5 per cent of 78 patients so 
treated. Operative risk was | per cent. 

Study of results of surgical treatment carried out between 1945 and 1952 for 
gastrojejunal ulcer following previous gastroenterostomy disclosed that excellent 
results followed gastric resection in 86.5 per cent of ILL traced patients and 
vagotomy in 77.8 per cent of 27 traced cases. The operative mortality of those 
treated by resection was less than | per cent. 


Vagotomy is not added to gastric resection for duodenal! ulcer because of per- 


sistent troublesome disturbances in motility, increased postoperative morbidity and 


complications, and the low incidence of recurrence (2 per cent) after gastric re- 
section alone for duodenal ulcer. For patients who have unusually high concentra- 
tion of gastric acid or hereditary racial characteristics that indicate they might 
be candidates for recurring ulceration, vagotomy may be combined with a gastric 
resection for duodenal ulcer. 15 references. 1 table.-Author’s abstract. 


This ts a careful and thorough review of the results of vagotomy for peptic ulcer in 
a large series of patients. The conclusions are very significant.—J. M. W. 


Tubeless Gastric Analysis by Use of Insoluble Salts with Exogenous Tons, 
HARRY L. SEGAL AND LEON L. MILLER. Proc. Soc. Exper. Biol. & Med. 
July 1953. 


The authors report further upon the use of insoluble compounds to determine 
gastric acidity without intubation. Their previous studies were concerned with 
compounds which release the indicator ions by an ion exchange reaction with the 
hydrogen cations of the gastric juice. The exchange depends mainly upon the pH. 

The rationale of the similar use of insoluble salts with exogenous indicator ions 
is based upon the relative insolubility of these compounds in water and upon their 
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solubility in HCl. One milliequivalent of the quinine carbonate, COz(CoHs02Ne)>, 
tested reacts with 1 mEq. of dilute HC] to form 1 mEq. of quinine hydrochloride. 
The latter is absorbed readily in the small intestinal tract. By determining, with 
a simple technic, the amount of quinine excreted in the first urine two hours after 
the oral administration of 320 mg of this quinine carbonate, the absence or the 
presence of free HCl from a low to a normal or higher range can be estimated 
without subjecting the individual to intubation. Further studies are in progress 
9 references. 2 figures.—Author’s abstract. 


This is certainly an interesting and ingenious approach to the problem of determining 
aastric acidity. The results of the continuing studies will be of real interest.—J. M. W. 


9. An Appraisal of Surgical Treatment of Gastric Malignancy. PAUL A. KIRSCH- 
NER AND JOHN H. GARLOCK, New York, N. Y. Ann. Surg. 138:1-6, July 1953. 


A critical review of the surgical treatment of 283 cases of gastric malignancy by 
subtotal and total gastrectomy has been made. The salient philosophical feature of 
of this discussion is based upon an increasing awareness of the variations in the natural 
history of gastric tumors, and an attempt to fit surgical treatment to the particular 
tumor in question. For this reason the authors do not favor routine total gastrec- 
tomy for gastric tumors of every variety. In large lesions occupying the major 
portion of the stomach, but not showing much evidence of centrifugal spread, total 
gastrectomy is carried out. However, in the distally situated lesions, subtotal gas- 
trectomy is the chosen procedure. 

One hundred sixty-one patients had subtotal gastrectomy and 24, total gastrec- 
tomy, giving an operability rate of 66 per cent. The over-all mortality rate from 
1937-1951 has been 11.9 per cent. However, through the years this figure has 
steadily decreased so that the last 50 consecutive resections (including. six total 
gastrectomies) have had no mortality. 

The long-term (over five years) survival rate after subtotal gastrectomy is 23.3 
per cent in the group of cases operated through 1946. A similar survival rate ap- 
pears to be developing in the 1947-1951 group. There have be®n no long-term 
survivors in the total gastrectomy group, the longest being three years. 

Pathological types, types of local spread of the tumor, and causes of operative 
mortality are outlined in appropriate tables. 

The technic of radical distal subtotal gastrectomy and total gastrectomy has 
been outlined. In regard to the latter, two important technical features intro- 
duced by Dr. Garlock are emphasized: the use of the combined abdominothoracic 
incision and the Roux-en-Y type of esophago-jejunal anastomosis. Due credit is 
given to improved preoperative and postoperative care, skillful anesthesia, anti- 
biotics, and increasing experience in achieving our present low mortality rate. 

The authors wish to reiterate that mere increase in the scope of gastric resection 
may not be as important in influencing end-results as the biological behavior of 
the growth and the response of the host. 10 references. 7 tables.—-Author’s abstract. 


The authors’ indications for the use of total gastrectomy in the management of gastric 
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cancer are sound, and the emphasis on a properly executed subtotal gastrectomy is good. 
Although there are increasing cures or arrests of cancer of the slomach following total 
gastrectomy, by and large total removal has not shown the increased cure rale over 
sublotal gastreclomy thal many of the enthusiasts for the more extensive procedure exr- 


pecled. —J. M. W. 


—LIVER AND BILIARY TRACT 


10. The Intrahepatic Distribution of the Hepatic Artery in Man. JOHN HEALEY, 
JR., PAUL ©. SCHROY, AND ROBERT J. SORENSEN, Philadelphia. J. Internat. 
Coll. Surgeons X.X:133-148, August 1953. 


Although the extrahepatic origin, course, and branchings of the hepatic artery 
have been described by numerous authors, very few investigators have examined 
their ultimate distribution within the liver substance. 

By the use of the injection-corrosion technic, we studied the course of the hepatic 
artery in 70 liver casts; 40 (57 per cent) of which had a single hepatic artery. The 
prevailing pattern of branching of the hepatic arteries in these casts was found to 
be similar to that of the bile ducts, in that there was a segmental distribution. 

The right hepatic artery supplied all of that portion of the liver lying to the 
right of a line drawn through the fossa of the gall bladder below and the fossa for 
the inferior vena cava above, i.e., the true right lobe. The right hepatic artery 
divided into two main branches which entered the two segments of that lobe; one, 
the anterior segment, and the other, the posterior segment. Each segment artery 
terminated by dividing into a superior and an inferior area artery of that segment. 

The left hepatic artery supplied the remainder of the liver by means of its two 
terminal branches, the medial and the lateral segment arteries. The latter artery 
supplied that part of the liver which is customarily referred to as the left lobe. 
Again, each segment artery divided into superior and inferior area arteries. 

The caudate lobe was usually nourished by two branches which, in the majority 
of cases, arose from both the right and left hepatic arteries. 

In 30 casts (43 per cent) more than one hepatic artery entered the liver. From 
an extrahepatic dissection, these extra arteries would be classed as either “‘re- 
placed” or “accessory” hepatic arteries. The term “accessory” gives the im- 
pression that such arteries are going to a part of the liver already supplied by a 
normal celiac hepatic and is therefore not essential. From an examination of 
these casts, however, it was found that no matter how many arteries entered the 
liver (as many as five have been seen), each artery supplied a very definite region 
either an entire lobe, a segment, or an area. These so-called replaced or accessory 
arteries, therefore, are in reality aberrant lobar, segment, or area arteries. 

Furthermore, no evidence could be found in the casts of any grossly visible 
anastomoses between the parenchymatous branches of the hepatic artery within 
the liver substance. In 25 per cent of the casts, anastomoses were observed, but 
they were all extrahepatic in position and very small in caliber. 14 references. 
9 figures. Author's abstract. 
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11. Liver Nodules Encountered at Laparolomy: Significance and Treatment. CHARLES 
G. MIXTER AND CHARLES G. MIXTER, JR., Boston, Mass. Ann. Surg. 138: 
230-239, August 1953. 


Liver nodules are frequently encountered during the course of routine exploration 
of the abdomen at the time of celiotomy for a variety of conditions. The size, 
shape, location, and consistency of such lesions will often give indications of their 
true nature, yet, even if they are combined with visual appearance of the nodule, 
they cannot be depended upon to be 100 per cent correct in revealing the exact 
histological nature of such lesions. In order that the surgeon may logically carry 
out the type of operation indicated to present the proper diagnosis and prognosis 
to the patient and his family, it is necessary that such lesions of the liver be biopsied 
and submitted to pathological examination whenever possible. 

Case reports are presented in which the liver nodules discovered at laparotomy 
were of extreme importance in the attempt to evaluate the various intra-abdominal 
problems. In some of these instances, pathological diagnosis of the liver nodule 
was obtained and helped to clear an otherwise puzzling situation. In other instances, 
failure to obtain histological evidence of the nature of these masses made it im- 
possible to accurately assess the pathological picture or to give a reasonable prog- 
nosis. It is suggested that whenever it is impossible to biopsy or excise such liver 
nodules the surgeon should undertake operation with the intent to cure the patient 
rather than to palliate him, providing no other indications for palliation alone exists. 

The removal of isolated metastases in anatomical locations other than the liver 
is being reported with increasing frequency and promising results. The literature 
concerning this type of procedure is reviewed, and a case in point is added to the 
increasing list of apparently successful results. Dissection of solitary metastases 
in the liver is, however, a relatively rare occurrence. The literature on this subject 
is rather sparse and contains relatively few cases. A case of a 66 year old woman 
with a carcinoma of the splenic flexure, in whom the primary lesion and an isolated 
metastases in the left lobe of the liver were excised, is reported. A five year follow-up, 
at which time the patient expired of a cardiac standstill, revealed no evidence of 
recurrence of a carcinoma of the bowel or evidence of disease in the liver. With 
this and a few other instances in mind, and with recognition of the success of re- 
sected isolated metastatic nodules elsewhere in the body, it is suggested that resec- 
tion of isolated metastatic nodules in the liver, with the hope of a possible cure 
when the local lesion and the regional nodes appear controllable, is a reasonable 
procedure in selected cases. Certainly such a procedure, even though possibly 
somewhat radical in concept, warrants a clinical trial until such time as it is 
proved impractical either through an increased mortality or failure to secure satis- 
factory results. 


In summary, it was felt that: 1. Clinical judgment as to the nature of the hepatic 
nodules discovered at laparotomy is frequently in error, and biopsy is indicated in 
order that the exact diagnosis of such masses may be determined. 2. The selection 
of a correct operative procedure and the establishment of the proper prognosis 
must be based on the entire pathological picture, including knowledge of the 
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histological nature of the liver growth. 3. Curative, rather than palliative, pro- 
cedure should be carried out when biopsy or excision of nodules in the liver cannot 
be accomplished in otherwise operable extra-hepatic malignant lesions. 4. Isolated 
blood-borne metastases have been successfully removed from the lung, brain, and 
skeletal system. 5. Evidence exists that solitary metastases also occur in the liver, 
and their removal is indicated when the primary tumor is controllable and there is 
no evidence of incurable spread elsewhere. 6. Radical operative procedures of this 
type can be undertaken with the expectation that a number of patients will receive 
an increase in palliation and that some will be cured. 46 references.—Author’s 
abstract. 


—PANCREAS 


12. The Clinical Significance of the Serum Amylase Test. Nat D. WILSON AND 


DEAN B. SEABROOK, Portland, Oregon. West. J. Surg. 61:456—458, August 
1953. 


An elevated serum amylase has for some time been considered highly suggestive 
of acute disease of the pancreas, particularly if it is markedly elevated. It is the 
purpose of this paper to demonstrate that this test is not pathognomonic of acute 
pancreatitis, and that the decision to treat an acute surgical abdomen conserva- 
tively, because of an elevated serum amylase, may be a hazardous one for the 
patient. 

Reports on the clinical significance of this test are relatively infrequent. Nine 
reports from the literature are quoted which show that elevated serum amylase 
occurs during attacks of acute pancreatitis, after trauma to the pancreas, in pa- 
tients with mumps, gall stones, common duct stones, prieumonia, perforated peptic 
ulcer, high intestinal obstruction, impaired renal function, splenic trauma, portal 
or mesenteric thrombosis, chronic alcoholism, carcinoma of the head of the pan- 
creas, and acute morphine poisoning. 

In the last two years we have collected data on 10 patients with elevated serum 
amylase upon Whom surgery or autopsy has been performed. Of this number only 
3 were found to have acute pancreatitis. Of the remainder, 5 had cholelithiasis, 
two had common duct stones, and two had peptic ulcers, one of which was per- 
forated. This last case ended fatally because surgery was withheld, in view of the 
cardiac history, the poor condition of the patient, and the diagnosis of acute pan- 
creatitis. Many surgeons believe that patients with acute pancreatitis are better 
treated conservatively when the diagnosis can be made with any degree of certainty. 
All too frequently the diagnosis is made on the basis of an elevated serum amylase 
alone. 


Ten cases are summarized giving the physical findings, laboratory findings, and 
surgery or autopsy results. 

Ten patients are presented, each of whom had an elevated serum amylase. In 
every case the pancreas was inspected at surgery or at autopsy. Only three of the 
patients had frank acute pancreatitis. The remainder had other surgical conditions, 
six of which were urgent. One patient died of an untreated ruptured ulcer. He was 
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untreated because of the diagnosis of acute pancreatitis, and this diagnosis was 
based on an elevated serum amylase. 10 references. 1 table.—Author’s abstract. 


This is a very limely report. The differential diagnosis of hyperamylasemia needs 
clarification. Perforated duodenal ulcer and obstruction of the small intestine are 
especially important lesions capable of producing elevation of the blood amylase. The 
highest sustained elevation seen in our clinic was due to carcinoma of the lung. Moder- 
ate elevations above the upper limit of normal should not be considered diagnostic. Few 
“errors” will be found at the higher levels.—C. J. B. 


13. Pancreatic Cysts—Surgical Treatment Especially by the Use of Internal Drain- 


age. ALEXANDER L. zaoussts, Athens, Greece. Ann. Surg. 138:13-23, July 
1953. 


One hundred and five cases of pancreatic cysts treated by internal drainage, the 
largest number appearing up to now in literature, are collected in this article. 
They seem to lend considerable statistical support to the use of this method. The 
authors first describe the technical difficulties involved in total excision of the cysts 
and the complications following external drainage, and then go on to discuss the 
main theme. 

Primary internal drainage through anastomosis of the cystic wall to the stomach, 
duodenum, jejunum, or even the gall-bladder, has been introduced mainly in order 
to avoid the difficult secondary operations necessitated for pancreatic fistulae re- 
maining after external drainage. Anastomosis to the stomach (cystogastrostomy ) 
is the simplest of these procedures, especially when made transgastrically. Strong 
theoretical objections against this method were confirmed only by five actual 
failures out of 50 cases reviewed in the table. Four cases of the author’s were 
successful. In another case, the patient presented a large cystic residuum filled 
from reflux of gastric contents due to an unsuccessful cystogastrostomy performed 
elsewhere after recurrence of the cyst which had been previously marsupialized. 
This complication was finally repaired by a Roux-Y cystojejunostomy performed 
in the Hellenic Red Cross Hospital. This case appears to be unique. 

Cystojejunostomy is technically more difficult but has a better physiological 
basis than cystogastrostomy. The Roux-Y technic seems to definitely prevent in- 
testinal contents from entering the cyst and may become the procedure of choice. 
It was performed in 8 out of 33 cases of cystojejunostomy reported in literature, 
including one of the author’s (see above). Cystoduodenostomy and cystocholecys- 
tostomy were rarely used. The latter is not suggested. 

Satisfactory results with internal drainage have been reported from patients 
followed-up even for 10 years. 67 references. 4 figures. 4 tables.—Author’s abstract. 


There is a general tendency to favor cystojejunostomy by a Rouz-Y procedure when 
feasible. Communication of such cysts with the duct of Wirsung is known to occur 
relatively frequently. Choledochal sphincterotomy is being recommended as a more 
fundamentally sound procedure.—C. J. B. 
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14. Pancreatic Cysts. LAURENCE 8. FALLIS AND JAMES BARRON, Detroit, Mich. 
Am. J. Surg. LXAXXV1:255-259, September 1953. 


ancreatic cysts are rare. At the Henry Ford Hospital there have been only 
21 patients operated upon for pancreatic cysts out of approximately 650,000 
hospital registrations. 

The exact classification of pancreatic cysts is difficult, but roughly they fall into 
two groups of true and false, with the latter, of either traumatic or inflammatory 
origin, making up the bulk of the cysts treated. True cysts have an epithelial 
lining, but differentiation is often difficult at operation because the epithelium 
may have disappeared from pressure of the contents. Biopsy of the cyst wall 
should always be performed to exclude malignancy. 

True cysts lend themselves to removal either by excision or partial pancreatec- 
tomy. Marsupialization is a satisfactory method of dealing with large pancreatic 
cysts, provided the method is properly applied. The principle involved is suture 
of the cyst wall to the skin of the abdominal wall. The opening should be at least 
| inches long. The cyst cavity should then be firmly packed with gauze to keep 
the wound margins well separated. The gauze is gradually removed after a week. 
The resulting cavity fills in rapidly at first, but the resulting sinus heals rather 
slowly, usually taking from three to six months. Recurrence is due to failure to 
apply correctly the principles of marsupialization. Enteroanastomosis has its 
enthusiastic proponents, but the authors have had only limited experience with 
this type of treatment. 9 references.—Author’s abstract. 


There is a gradual increase in the number of cysto-enlerostomies being done for 
“pseudocysts.”’ Pseudomucinous cysto-adenoma requires excision. A small percentage 
of superficially placed pseudocysts, especially in the pancreatic tail, can be excised. 
C.J. B. 


PROCTOLOGY 


15. Ano-Reclal Suppuration. s. R. HUGHES, Melbourne, Australia. Australian 
& New Zealand J. Surg. XX/J/7:41-47, August 1953. 


Abscess formation around the anal canal is common, but often there is unneces- 
sary confusion concerning diagnosis of the abscess type. There is also a difference 
of opinion as to the best form of treatment; some surgeons favor a one stage and 
others a two stage procedure. 

In a series of 50 consecutive abscesses treated by the author, 40 were situated 
in the perianal space and hence were relatively superficial. There were 5 cases of 
ischio-rectal abscess. Such an abscess is deeper and confined at first to the ischio- 
rectal fossa; it may extend to the opposite side behind the anal canal through 
Courtney's posterior subsphincteric space. In 3 cases the abscess was limited to 
this posterior subsphincteric space behind the anus, and in 2 instances the abscess 
was in the submucous space. 


Recognition of the type of the abscess is sometimes difficult, but if the surgeon 
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is aware of the anatomy of the “‘spaces’’ which are related to the anal canal and 
rectum, diagnosis is facilitated. 

In the one stage operation, the abscess cavity and any extension into the anal 
canal is laid wide open, and the wound allowed to heal by secondary intention. 
As it is not always a simple matter to find the extension into the anal canal, nor to 
keep the wound free of pockets during the prolonged healing phase, recurrence is 
not uncommon. The author favors a two stage operation. In the first operation 
the abscess is simply drained; if a fistula remains, as has occurred in 75 per cent of 
cases traced in this series, it is treated by excision, with primary skin graft to the 
wound by the method advocated by the author in other publications. 10 refer- 
ences. 9 figures.—Author’s abstract. 


GENITOURINARY SURGERY 


16. Slenosis of the Urethral Meatus in Boys. JOSEPH H. KAPLAN AND WALTER M. 
TASEM, Los Angeles, Calif. California Med. 79:231-232, September 1953. 


Stenosis of the external urethral meatus in boys occurs frequently, but either is 
not recognized or, too often, is considered an insignificant developmental defect 
not requiring medical care. 

Important pathologic changes associated with this condition are its effect upon 
the urethra, bladder, and upper urinary tract. Dilation and tortuosity of the 
urethra result from stenosis of the external meatus. If obstruction continues, the 
bladder musculature eventually becomes trabeculated and decompensation re- 
sults. The ureterovesical valve does not function, and each micturition is accom- 
panied by reflux of urine to the upper tract. The ureters become dilated and the 
kidneys become hydronephrotic. Ultimately, if the obstruction is not relieved, 
the renal parenchyma is damaged. 

Meatitis may be a persistent complication of stenosis of the external urethral 
meatus. Edema and redness at the meatus, or hemorrhage and incrustation, may 
occlude the orifice, and the child may complain of severe pain when he urinates. 
Local and systemic therapy are frequently ineffective. Meatotomy will effect 
a cure. 

In rare instances, hydronephrosis may result from stenosis of the urethral 
meatus. A careful examination of the urinary tract, including cystoscopy, pye- 
lography, and renal function tests, should be carried out in any case in which a 
child has recurrent infection ef the urinary tract secondary to stenosis.—Author’s 
abstract. 


17. Autogenous Vein Grafts and Venous Valves in Ureteral Surgery: An Experi- 
mental Study. MILTON L. ROSENBERG AND GREGORY A. DAHLEN. J. Urol. 
70:434-446, September 1953. 


Fresh autogenous grafts taken from the femoral and jugular veins have been 
used experimentally in the repair of ureteral defects, and the venous valvular 
system has been evaluated for prevention of the reflux of feces in ureterosigmoid- 
ostomy and of bladder urine in ureterocystoneostomy. 
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In 6 dogs with ureterovenosigmoidostomy, the vein lumen became narrowed 
and was lined with transitional cell epithelium. The vein graft in all instances 
was shortened markedly, and the cellular elements of the autograft wall were 
replaced by a reactive ingrowth of fibroblasts from the tissues adjacent to the 
graft. The elastic fibers persisted but were distorted by fibroblastic invasion. 
There was partial obstruction to the flow of urine in every case, although no reflux 
of feces occurred. 

In 4 dogs with ureterovenoureterostomy, heterotopic bone formed next to the 
ureteral epithelium. Complete occlusion of the graft occurred with fibroblastic 
replacement of the entire vein wall except for some of the elastic tissue. 


Twoexperiments with ureterovenocystostomy could not be studied for the ultimate 
fate of the autograft. Leakage and sloughing of the distal end of the graft occurred 
after 148 hours. 27 references. 8 figures.—Author’s abstract. 


18. Leakage and Reflux in Uretero-Intestinal Anastomosis. I. The Free Peritoneal 
Grafl. PRANK HINMAN, JR. J. Urol. 70:419-425, September 1953. 


As part of a study of causes for leakage and reflux in uretero-intestinal anasto- 
mosis, experiments were performed on dogs. Free patches of peritoneum covering 
the site of the transplant were found to be technically practical, especially if fixed 
in place by sutures rather than unfixed or fixed with thrombin-plasma adhesive. 
However, the conclusion is that the free peritoneal graft will be useful only for the 
anastomosis with an insecure suture line which cannot be reinforced by an addi- 
tional row of sutures, or by formation of a muscular tunnel. 16 references. 5 
figures.—Author’s abstract. 


19. Bilateral Adrenalectomy for Prostatic Cancer. PETER L. SCARDINO, CHARLES L. 
PRINCE, AND THOMAS A. McC GoLpRICK. J. Urol. 70:100—109, July 1953. 


That total bilateral adrenalectomy is effective in changing the progress of meta- 
static carcinoma is demonstrated. Albeit temporary, and probably as the result of 
a transient upset in the internal environment, the effectiveness of the procedure 
upon the disease can be measured by clinical and by laboratory techniques. 

Three patients with extensive metastatic prostatic carcinoma were subjected to 
bilateral total adrenalectomy. Objectively there was a temporary decrease in the 
acid phosphatase levels with however subsequent increases. One of the three pa- 
tients showed a dramatic and persistent response for the period of observation. 
The second patient demonstrated a less dramatic but noteworthy response. The 
third patient showed little or no response whatever. 


The maintenance therapy required following the immediate postoperative period 
consists of administering 12.5 to 25 mg. cortone daily. 24 references. 3 figures. 
2 tables.—Author’s abstract. 


Initially, resulls were oflen encouraging but most people have given up the procedure, 
even Huggins, for prostatic carcinoma.—H. J. J. 
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VASCULAR SURGERY 


20. Surgical Treatment of Aneurysm of Abdominal Aorta by Resection and Restora- 
tion of Continuity with Homograft. wicHAEL E. DE BAKEY AND DENTON A. 
COOLEY. Surg., Gynec. & Obst. 97:257-266, September 1953. 


Survival period in cases of aneurysms of the abdominal aorta is often relatively 
short, ranging usually from six months to two years, with only a few patients 
living more than several years. Methods of surgical attack may be classified in 
3 categories: (1) Those designed to promote thrombosis and fibrotic organization 
by occlusion or ligation of the aorta, by introduction of foreign material, or by 
periarterial fibroblastic reaction; (2) Endoaneurysmorrhaphy ; and (3) Extirpation 
of the lesion with or without restoration of blood flow. 

Only the last procedure may be considered promising or satisfactory. This has 
been successfully employed in a relatively small number of cases of sacciform 
aneurysms or these associated with coarctation. Dubost reports its only successful 
application in a case of fusiform aneurysm of the abdominal aorta, where the 
aneurysm Was excised, and the continuity of flow was restored by aortic homo- 
graft. In 7 patients with fusiform aneurysms of the abdominal aorta, a technic 
has been employed consisting essentially of resection of the aneurysm and involved 
segment of the aorta, with restoration of normal blood flow by means of an aortic 
homograft. 

The surgical approach was similar in all cases. The peritoneal cavity was 
entered through a midline incision extending above and below the umbilicus. The 
aneurysm was exposed by retracting the small intestine and mesentery to the 
right and by dividing the peritoneum overlying the aneurysm along the ligament 
of Treitz to permit mobilization of the duodenum. The aorta immediately above 
the aneurysm and just below the origin of the renal arteries was exposed and en- 
circled with umbilical tape, to allow proximal control. The inferior mesenteric 
artery was divided between ligatures to permit further mobilization of the struc- 
tures along the left side of the lesion. The structures along the right lateral wall, 
including particularly the mesentery of the small intestine, were mobilized, ex- 
posing the vena cava, but further dissection was delayed until after the aorta was 
occluded proximally because of the usual adherence of the aneurysm to the cava. 
Occluding clamps were applied to the aorta above and iliac arteries below the 
lesion, and the final removal was made, leaving, if necessary, a narrow plaque of 
aneurysmal wall attached to the cava if total removal appeared to be impractical. 
Before completely occluding the aorta, 10 mg. of heparin solution are injected into 
the aneurysm to combat possible thrombosis in the vessels distal to the occlusion. 

The aortic homograft was then measured to bridge the defect. The proximal 
anastomosis was performed first, the method of anastomosis employed consisting 
of a simple continuous through and through suture of 4.0 arterial silk. In cases 
involving use of bifurcation graft after performing one iliac anastomosis, blood 
was permitted to flow through that anastomosis during the performance of the 
other. Upon removal of the occluding clamps, additional sutures were sometimes 
necessary to control bleeding for the anastomosis, but bleeding from needle holes 
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usually ceased in a few minutes. The operation was completed by reapproximating 
the posterior peritoneal margins. 

The homografts used in these cases were obtained at autopsy under sterile con- 
ditions from young, healthy individuals dead from injury or hemorrhage. The 
grafts were preserved at 4 C. in media as recommended by Gross, and the period of 
preservation varied from 3 to 25 days. The homografts proved generally satis- 
factory, but beth the plastic prosthesis described by Voorhees and freeze-dried 
homografts offer obvious advantages over the refrigerated homografts. 

Ages of the patients ranged from 47 to 74 years, and the aneurysms were con- 
sidered of arteriosclerotic origin in all but one, which was probably syphilitic. 
Neither age nor arteriosclerosis was a contraindication to operation, significant ip 
view of the increasing frequency of arteriosclerosis as a cause of aneurysms. In 
all cases, the aneurysm was situated in the segment of aorta belew the origin of 
the renal arteries, and in every instance it was possible to occlude the aorta and to 
secure a sufficient margin just below the renal vessels for the aortic anastomosis.— 
Author's abstract. 


ORTHOPEDIC SURGERY 


21. Volkmann's Ischemic Contracture as a Complication of Supracondylar Frac- 
lures of the Humerus. HENRY W. MEYERDING. J. Internat. Coll. Surgeons 


XIX, June 1953. 


Volkmann's ischemic contracture occurs most commonly as a complication of 
supracondylar fractures of the humerus in children. The acute flexed position of 
the elbow after reduction of the fracture is an important factor in increasing the 
intrinsic pressure of the arm. 

Not one but several factors are involved in the production of Volkmann’s ischemic 
contracture. These factors consist of injury in association with supracondylar 
fracture; intrinsic or extrinsic pressure or both; inhibited venous outflow while a 
slight arterial inflow continues, combined with immobilization, hematoma, lymph 
stasis and edema. These prevent oxygenation of the soft tissues of the forearm, 
with resulting degeneration, fibrosis, necrosis, and replacement of the normal 
muscle by shortened inelastic scar tissue, 

Constant care in maintaining an adequate circulation of the soft tissues is the 
most important prophylactic measure in the prevention of Volkmann’s ischemic 
contracture during treatment of children with supracondylar fractures. The 


fracture should be accurately reduced and maintained in the corrected position 
without impairment of the circulation. Skeletal traction or external or internal 
fixation may be necessary. The loosening of dressings and the removal of splints 
may result in displacement of the reduced fragments and result in malunion, 


Roentgenograms should be made before and after reduction, in both the lateral 
and the anteroposterior position, and at intervals during treatment; these should 
be preserved. 

Records as to the time of injury, physical observations, and type of treatment 
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should be made; special attention should be paid to the condition of the pulse, and 

evidence of paralysis, if present, should be recorded. The initial injury may have 

ruptured blood vessels or nerves. Volkmann’s ischemic contracture can occur in 
cases in which no physician has seen or treated the patient; in such instances it is 

a result of trauma, fracture, hemophilia, infection, or circulatory disease. Hema- 

toma following an injury without fracture, but with lymph stasis and intrinsic 

pressure, produces edema which may be of such degree as to interfere with the 
blood supply. It thus causes degeneration, fibrosis or necrosis of the muscles. 

Reduction of the fracture may be temporarily delayed while measures are em- 

ployed to preserve the viability of the soft tissues. Function of the arm and hand 

is more important than perfect union of the fracture. 

When a feeble or absent pulse persists in spite of changing of dressings and 
position of the elbow, no time should be lost in resorting to surgical treatment. 
The most important benefits then result from the making of a long incision medial 
to the palmaris longus muscle through the deep vaginal fascia, and drainage of the 
hematoma. Extension of the incision permits section of the bicipital fascia, in- 
spection of the brachial artery, and reduction of the fracture followed by internal 
fixation. 

The treatment of Volkmann’s ischemic contracture varies, depending on the 
interval since the time of injury, the degree of degeneration of the soft tissues, 
whether or not blood vessels and nerves have been ruptured, the degree of de- 
formity, and whether or not malunion is present. Various forms of treatment 
have been discussed. Emphasis is placed on the value of conservative measures, 
such as gradual stretching and physiotherapy. 

22. Fracture of the Carpal Navicular (Scaphoid) Bone. JosepH s. BARR, WILLIAM 
A. ELLISTON, HENRY MUSNICK, THOMAS L. DELORME, JOSEPH HANELIN, AND 
ARTHUR A. THIBODEAU, Boston, Mass. J. Bone & Joint Surg. 35-A :609-625, 
July 1953. 


A research project, sponsored by National Research Council and aided by a 
grant from the Veterans Administration, has been completed by a group of investi- 
gators at the Massachusetts General Hospital. 

Forty-four men living in the vicinity of Boston, who had fractures of the carpal 
navicular recognized while they were in military service during World War II, 
were subjected to end-result study. The original goal of studying at least 200 such 
cases was not reached as the necessary diagnostic rosters were not available. 


These men, all of whom had sustained their injuries at least four years previ- 
ously, were subjected to careful orthopedic, psychiatric, ergographic, and roent- 
genologic examinations. 


Findings: 1. Fractures healing by primary union left minimal residual disability 
and did not require survey from service or change in duty status. 2. About 50 per 
cent of the ununited fractures of the carpal navicular were surveyed from service 
because of wrist symptoms. 3. If non-union is established before the man is in- 
ducted into military service, it is unlikely that he will complete a satisfactory tour 
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of duty. Such injuries should be disqualifying for full-duty status. 4. Although 
the left wrist in this series was more frequently injured than the right, there was 
no statistically significant relationship between the side injured and the dominant 
hand. 5. The mechanism of injury was usually a fall on the outstretched hand. 
6. Only 3 of the 44 men received the injury under combat conditions. 7. The im- 
mediate post-injury physical findings were pain, weakness, swelling, limitation of 
motion, and local tenderness. 8. Twenty-nine of 39 men injured while in service 
had the diagnosis established within two days of injury. The remaining 10 men 
either did not report for examination or were told that they had “sprained wrists.” 
9. The usual treatment was plaster of Paris gauntlet immobilization of the wrist 
and thumb without manipulation of the fracture. 10. The incidence of non-union 
of the fracture (carpal navicular) in military service was 22 per cent. The factors 
tending to produce non-union were: 

a. Insuffliciently prolonged immobilization. 

b. Delay in instituting treatment. 

11. Union occurred in every instance in which the fracture was recognized 
promptly and treated adequately. 12. The end-result study showed that the 
anatomic result, the functional result, and the economic result were all perfect or 
good when the fracture had healed by primary union. 13. There were 15 instances 
of non-union in this series. Ten of the 15 wrists (67 per cent) had conservative 
treatment only. Of the 5 cases operated upon only 2 obtained union and a satis- 
factory result. The remaining 3 were classed as operative failures. 14. Non-union 
of the carpal navicular, if it persists for a considerable period of time, is accom- 
panied by anatomic and pathologic changes which include partial absorption, dis- 
placement, fragmentation and cyst formation of the fractured navicular, degenerative 
arthritic changes of the adjacent joint surfaces, ete. Functional impairment (pain, 
limitation of motion, weakness of grip) was present in every case of non-union, but 
earning capacity was impaired in less than half the cases (42 per cent). 15. Thirty- 
nine of the 44 men were studied psychiatrically. Each was given a standard inter- 
view and completed a self-administered questionnaire listing character traits and 
symptoms. The personalities were then compared and the results tabulated under 
four categories, viz. accident proneness, impulsivity, neuroticism, and general ad- 
justment. The personalities were heterogeneous, and no particular trait was out- 
standing. In only six instances were there clearly discernible psychological factors 
related either to the clinical picture of the fracture or to the veteran’s adjustment 
following his fracture. 

16. A specially-designed recording ergograph was used in this study to determine 
the work capacity of the injured and uninjured wrist, and the results of this test 
were compared with the anatomic (x-ray) and functional ratings. 

In general, fractures with primary union showed little or no impairment of work 
capacity. But, only one of the wrists with non-union showed normal work capacity. 

The ergographic tracing in uncooperative subjects showed characteristic changes. 
This method of testing yields valuable information concerning the work capacity 
of the injured wrist and also aids in the detection of lack of cooperation on the part 
of the person subjected to the test. 1 reference. 14 figures.—Author’s abstract. 
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MISCELLANEOUS 


23. Wire Sutures and Ligatures. james 1. KNoTT, San Diego, Calif. Am. J. 
Surg. LAX XVI:196-199, August 1953. 


Allegheny stainless steel wire, first employed by Babcock in 1928, is a valuable 
suture and ligature material for hernia repair and wound closure. 

Certain minor points in technic facilitate the handling of fine wire: (1) use short 
14 inch precut strands which can be handled without kinking; (2) double thread 
the needle to reduce tissue drag at the needle eye; (3) make ties across the finger 
tips of the left hand with the needle holder; (4) place stitches with the assistant 
holding the tissues ahead of the needle; and (5) learn to use the finer sizes of wire. 

Precut strands are a great convenience and are put up in paper sheaths. Bundles 
of 3 to 10 strands are formed by unspooling the wire around tacks set 18 inches 
apart. A strip of palapar parchment paper 24% x 14 inches, folded lengthwise, is 
slipped in place around the strands from the side. The strands are cut loose at 
the tacks and the paper sheath is doubled upon itself twice to make a neat 4 inch 
packet. The exposed wire ends are covered by a slip-off paper jacket. One packet 
will serve as ligature and suture for most minor wounds. 

When the standard catgut needle is threaded and the strand twisted, the resulting 
stiff loop tends to work to the side of the eye and to snag the tissues. Much less 
tissue drag occurs if the strand is threaded through the eye a second time and 
left untwisted. 

Special needles have been designed for wire, the best of which is the Babcock 
needle, a standard needle in which the tip has been squared and veed, and the 
side grooves deepened. The strand rests in the V behind the tip and there is no 
tissue drag. 

Wire is a superior ligature material. Its stiffness and great strength make it 
easier to handle and to tie than fine silk or cotton. To grasp the fine wire in tying, 
the jaws of the needle holder must fit closely. Those with the diamond jaw inserts 
are ideal. 


In abdominal closure, fine wire is used on all layers-—peritoneum, fascia, and 
skin. Following Robinson’s technic, a running stitch is started from each end, 
with the final tie in the midline. There is no tissue reaction around fine wire in 
the skin, and removal is remarkably painless since it does not adhere to dried 
crusts. Dressing the wound on the second day and leaving the incision uncovered 
thereafter permits general bathing and the use of dry or moist heat to relieve 
wound soreness. 


Size 35 gage .0056 inch wire is the easiest to handle technically, and serves 
adequately for both suture and ligature in the usual surgical wound. 11 references. 
1 figure.—Author’s abstract. 


Enthusiastic users of wire in surgery need to keep several points in mind: 


1. Stainless steel wire is unnecessarily strong; i.e., it will cut through soft tissues 
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long before its great tensile strength can be fully utilized. The finer the gauge of the 
wire, the truer this is. 

2. Because wire is so strong, the natural tendency of operators to lie sutures and 
ligatures down too lightly is greatly accentuated. 

3. When using wire, the operator must also resist a templation to violate a funda- 
mental principle of surgery by drawing tissues together under lension. 

4. The surgical technician who is a perfectionist does not willingly limit himself 
to any single suture material, but chooses from any source the type and size most per- 
fectly suited to the needs of the moment.—P. B. P. 


BOOK REVIEWS 


The Anatomy and Surgery of Hernia. LEO M. ZIMMERMAN, M.D., AND BARRY J. 
ANSON, M.D. Williams & Wilkins Co., Baltimore, Md., 1953. 374 pages. $10. 


This book was written by two distinguished authors, Dr. Leo M. Zimmerman, a 
surgeon long interested in hernia and known for his many contributions in this 
field, and Professor Barry Anson of the Department of Anatomy of Northwestern 
Medical School, who possibly has contributed more to contemporary knowledge of 
anatomic structures in their relation to hernia than any other individual. 

This book is an extensive monograph containing many new ideas on the subject 
of hernia. At the same time, those who are interested in the clinical care of hernias 
can get a comprehensive coverage from this book that they might not find in 
other monographs on the subject. 

The index is one of the few weaknesses of the book because the listings, while 
accurate, are often not sufficient in quantity. There are 204 figures, some by 
Tom Jones and others by Lucille Cassel and Mary Dixon, and an equally good 
colored plate. There is an excellent historical section at the beginning and a 
bibliography at the end of each chapter. The chapter, “Diaphragmatic Hernia,” 
was written by Dr. Ralph Bettman.—H. NV. H. 


Surgical Technique and Principles of Operative Surgery. DR. A. V. PARTIPILO. 
Lea & Febiger, Philadelphia. September, 1953. 704 pg. $15. 


Now in its fifth edition, this volume on the technics and principles of surgery 
has been thoroughly revised. A well printed book of 704 pages, it includes an 
adequate index and 548 figures by Shepherd, which are an outstanding feature 
of the book. 


Surgical technic of the standard operations of surgery are discussed, as are 
some of the newer operations, especially of the heart and the esophagus, though 
to a lesser extent. However, this.is not a weakness of the book. For example, a 
practical item in cardiac surgery, the treatment of pericardial tamponade, is 
thoroughly covered. Another strong point of the book is the chapter on general 
principles interspersed where especially indicated among those on surgical technic. 
Thus, there is an entire chapter devoted to a consideration of the disturbed physi- 
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ology of intestinal obstruction; another on the principles of gastric surgery ; another 
on fluid balance. 

Essentially a product of one school, the Strich School of Medicine in Chicago, 
the book is well integrated and readable. A number of excellent contributions 
have been made by Dr. Harry Oberhelman, Wayne Slaughter, John L. Keeley, 
and men of similar caliber. 

A minor correction which could be made in the chapter on Peripheral Vascular 
Surgery is the credit given to Lahey for the first successful peripheral arterial 
embolectomy. Labey of France first performed this procedure successfully.— 


H. N. H. 


Blockade und Chirurgie Des Sympathicus. ¥. MANDL, Wien, Austria, Springer-Ver- 
lag, 1953. 388 pages. 63 illustrations. Price: $12.40. 


Dr. Felix Mandl is well known to surgeons. His current book on Blockade and 
Surgery of the Sympathetic Nervous System comes up to expectations. The book is 
388 pages long, is very well printed, and has a comprehensive index and 63 illus- 
trations. There is a thorough bibliography at the end of each section including 
references to American literature and publications up to and including 1952. 

The book covers the subject from a comprehensive viewpoint including a general 
section on Anatomy, Physiology, and the use of sympathetic block for the differ- 
ential diagnosis of disease. The special section considers block and surgery of the 
sympathetic system as a therapeutic method with sections on abdominal disease, 
angina pectoris, peripheral vascular disease, hypertension, wounds to the vascular 


system, and finally an excellent section on surgery of the sympathetic nervous 
system. This book is to be highly recommended to those interested in surgery of 
the sympathetic system and to all other surgeons.—-H. \. H. 


On Burns. NATHAN A. WOMACK, M.D., Illinois. Charles C Thomas, 1953. 178 
pages. Price: $5.50. 


This monograph of 178 pages, with seven figures and tabular matter, is out- 
standing because it represents the edited minutes of a Symposium on Burns held 
in Iowa City in connection with the Civil Defense program. The participants in 
the discussion include a number of outstanding authorities in the field such as Dr. 
Truman Blocker, Dr. James Barrett Brown, Dr. Carl Moyer, Dr. Julian Bruner, 
Dr. William Altemeier and others of similar quality. After the speaker gives a 
definitive presentation, questions and answers are included in the monograph. 
This book is to be highly recommended to those interested in the subject of burns 
and in surgical principles relating thereto. 
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obstetrics abstracts 


NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


1. Office Use of the Frog Test for Pregnancy. JANE E. HODGSON, St. Paul, Minn. 
J. A. M. A. 153:271-274, Sept. 26, 1953. 


The office use of the frog test for pregnancy and its numerous advantages are 
discussed. Technics using either urine or serum are described. The use of serum 
is apparently more satisfactory in this method of pregnancy testing. 

Results of 350 tests of urine samples and 100 tests using serum are described, 
and the author concludes the test is 98 per cent accurate in normal pregnancies. 

Seasonal variation in frog reactivity has proved no handicap if strict adherence 
to the following criteria is observed: (1) Use of healthy refrigerated frogs. (2) Use 
of duplicate animals (male). (3) Use of animals only once. (4) Initial examination 
of frogs’ urine. (5) Nonacceptance of negative responses prior to the forty-second 
cycle day. (6) Weighing of frogs to determine amount of serum or urine to be 
injected. (7) Fasting A.M. urine with specific gravity of at least 1.010 is injected 
into one frog. Positive responses thus obtained are accepted. Negative responses 
are corroborated by urine concentration (Scott’s kaolin adsorption method), 
Which concentrate is injected into 2 additional frogs. 3 references. Author's 
abstract. 


The Volume of Human Amniotic Fluid. BR. G. HARRISON AND P. MALPAS, 
Liverpool, England. J. Obst. & Gynaec. Brit. Emp. 60:632-6039, October 
1953. 


The study was undertaken to determine what changes take place in the volume 
of the amniotic fluid in the first 15 weeks of pregnancy, and how such changes can 
be correlated with various measurements of the fetus. 

Material from 12 pregnancies was available for study. Duration of pregnancies 
ranged from 8 to 15 weeks. Specimens were obtained from abdominal hyster- 
otomy (6), spontaneous abortion (2), and hysterectomy (4). 

The authors noted the following results: (1) A “significant” correlation between 
the volume of amniotic fluid and “crown rump” length. (2) A positive correlation 
between volume of amniotic fluid and fetal age. (3) Relation between volume of 
amniotic fluid and fetal volume was said to be linear, as was the relation between 
volume of amniotic fluid and fetal weight. (4) A similar linear relationship is 
obtained when the volume of amniotic fluid is plotted against the cube of the 
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crown rump length. (5) Volume of amniotic fluid increased, pari passu with in- 
creasing surface area of the fetus during the period under investigation. (6) The 
rapid rate of increase in the volume of amniotic fluid, observed between the 
thirteenth and fifteenth weeks is not maintained, but is followed by a decrease 
until the twenty-sixth week, when the volume increases again, reaching a maximum 
at about the thirtieth week of the pregnancy. Thereafter there is a decrease 
until term, 

The observations lend support to the view that the function of the amniotic 
fluid is not only to provide a fluid environment for the fetus, but also to provide ¢ 
distention growth stimulus to the uterus in anticipation of the need for room for 
the growing fetus, and conversely to share in the maintenance of uterine inhibition, 
so that uterine contractions remain isometric. 11 references. 9 figures. 2 tables. 


Simplified Roentgen Cephalometry. 3. LIEBERMAN AND P. 8. ANDRESON, 
U.S. Army. Am. J. Obst. & Gynec. 67:76—-78, January 1954. 


A method of determining accurate fetal head diameters is described. The 
authors do not advocate this procedure to replace any other methods but rather 
to add to those already in use. 

The system of roentgen pelvimetry by differential divergent distortion (Ivan 
Isaacs) was employed. Three X-rays were taken; two in the reclining antero- 
posterior position, and the third in a lateral projection. The occipitofrontal 
diameter of the fetus is measured directly from the “40-inch” anterior-posterior 
film. When this is not possible, this diameter can be obtained from the lateral 
film (36 inch). The biparietal diameter is also measured directly. If the position 
of the head is occiput anterior or posterior, this diameter is then obtained from 
the anterior-posterior film. 

The authors review measurements of 500 cases. Roentgenographic measure- 
ments of the occipito-frontal diameters were an average of 1.5 cm. greater than 
actual head measurements. Biparietal diameters, usually obtained on lateral 
\-ray projections, were about 1.8 em. greater than actual clinical measurements. 
2 references. 2 figures. 1 table. 


Emotional Impact of Successful Donor Insemination: A Report on 38 Couples. 
EDMOND J. FARRIS AND MORTIMER GARRISON, JR., Philadelphia, Pa. Obst. & 
Gynec. 3:19-20, January 1954. 


Questionnaires were sent to each person in a group of 38 couples, each of which 
had had one full term living child conceived by donor insemination, in an effort 
to study emotional reactions toward children conceived by this procedure. The 
questions were of a positive nature and may have failed to tap anxieties and doubts 
about legal, moral, or ethical aspects of the procedure. However, within these 
limitations, the responses are noteworthy for their uniformity. “All comments 
about insemination were favorable.” This uniformity may be a cultural phenome- 
non, since parents were well educated, middle class people. 

Reasons given for preferring donor insemination to adoption were as follows: 
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(1) desire for experience of pregnancy; (2) dissatisfaction with adoption pro- 
cedures; (3) benefits derived from maternal heredity; (4) closer relationship to 
infant; (5) concealment of husband’s infertility; (6) faith in type of donor selected, 
All spouses in this series desired a second child by donor insemination. 


This report does not stale how long a period has elapsed since birth of the child. 


The difficulties following donor insemination do not manifest themselves generally for 
several vears.-E.. A. S. 


PATHOLOGIC PREGNANCY 


Postaborlal Sepsis Due to Clostridium Welchii. GoRDON WATKINS DOUGLAS 
AND BRUCE H. CARNEY, New York, N. Y. and pomrnic PELLILLO, Tucson, 


Ariz. Surg., Gynec. & Obst. 97:490-500, October 1953. 


Postabortal sepsis due to Clostridium welchii infection is a serious condition 
Which deserves more attention than it has received in recent literature. 
infections may be so fulminant that death ensues in a matter of hours. Moreover, 
effective antibiotics now available make it likely that later complications, par- 
ticularly renal failure, will be encountered with mounting frequency. 
ture is briefly reviewed. 


These 


The litera- 


Clinical features of sepsis due to Cl. welchii vary from those of a mild protean 
illness to the highly characteristic picture of intense septicemia seen in postabortal 
cases. The clinical forms of the disease may be grouped as follows: (1) Cl. welehii 
in the vagina. The organism may be discovered as a small proportion of mixed 
vaginal flora in culture, with no signs of localized or generalized infection. (2) 
Localized uterine infection. This takes the form of an endometritis of varying 
severity, sometimes with the production of gas (physometra). (3) Pelvic and 
peritoneal spread, in which there is parametritis and peritonitis, with or without 
gas formation. (4) Blood stream infections. This may take the form of bac- 
teremia, in which the organism may be cultured without signs of septicemia, or 
the infection may take the form of septicemia, in which the dramatic effects of 
the hemotoxin are rapidly evident. 

This report deals with 6 cases of postabortal Cl. welehii infection, observed 
among 4,686 patients with abortion admitted to the gynecologic service of Bellevue 
Hospital during the decade, 1943-1952. 


There were two cases of bacteremia 
without clinical signs of septicemia. 


Death occurred in two cases in which there 
were fulminating septicemia and vascular collapse. In the remaining two cases, 
septicemia was controlled, and the patients survived the consequent complication 
of oliguria. These cases all received penicillin, and one case was given antisera as 
well. The management of the oliguric state by careful regulation of fluid intake 
and sparing of protein metabolism is discussed. Cortisone may be useful in carry- 
ing the patient past the period of extreme stress due to fulminating septicemia. 
The 2 patients with oliguria recovered without resort to peritoneal lavage or the 
artificial kidney. 
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The importance of prompt diagnosis by means of a vaginal or cervical smear, 
in cases of abortion with evidence of hemolysis, is emphasized. It is felt that 
many cases of oliguria complicating abortion, in which the cause of urinary sup- 
pression is unknown, may be due to Cl. welchii infections. At the present time, 
penicillin in large doses would appear to be the drug of choice. 30 references. 
7 figures.—Author’s abstract. 


Postabortal sepsis of Cl. welchii origin were practically always falal infections, 
in the experience of this editor, until the advent of the antibiolics. Today, as the author 
slales, it is the delayed renal complication which cause the most concern.—E. A. S. 


6. An Unusual Case of Twins. BRUCE WILLIAMS AND GEORGE CUMMINGS, 
Sydney, Australia. J. Obst. & Gynaec. Brit. Emp. 60:319-321, June 1953. 


Mrs. G., 24 years old, attended an antenatal clinie in July, 1952, after two 
normal deliveries in 1948 and 1951. Vaginal examination revealed an 8 week 
pregnant uterus displaced to right side by cystic swelling in the left fornix, approxi- 
mately the same size as uterus. Blood group was O RH negative. Provisional 
diagnosis: Left ovarian cyst. L.M.P. May 15, 1952. E.D.C. Feb. 15, 1953. On 
Sept. 15, 1952, two masses of equal size were found separated from one another 
and reached the umbilicus. One cervix only felt P.V. Diagnosis: Twin pregnancy 
in double uterus. 

The patient was admitted Dec. 14, 1952, at 10:30 p.m. in labor and with ab- 
dominal palpation. The baby in right uterus was presenting as vertex and en- 
gaging in‘brim of pelvis; that in the left uterus was lying as breech. Both fetal 
hearts were normal. On Dec. 16 at 1 p.m. the patient was delivered of a living 
premature male baby weighing 3 lbs. 10 oz. Vaginal examination revealed the 
second cervix was hitherto not felt, and the intact bag of forewaters with fetus 
now was presenting as vertex. Cervix on left was attached to cervix on right by 
a septum about | inch above external os. Having no further contractions, the 
patient transferred to a ward, Lactation did not occur. Routine blood investiga- 
tions showed no rhesus agglutinations in serum. Involution of right uterus pro- 
ceeded normally. 

On Feb. 10, 1953, blood pressure was 140/110. Edema of hands and feet ap- 
peared. On P.V. examination membranes were found intact. Left cervix was two 
fingers dilated and vertex was presenting L.O.A. Membranes stripped at 12 
noon. At 5:30 p.m. 56 days after delivery of first child, a second normal male 
weighing 5 Ibs. 14°4 0z. was born. 


Puerperium was uneventful. Lactation was established on the fourth day, and 
the patient and both babies were discharged the 10th day.—Author’s abstract. 


This is a most interesting case history. Not only is true ulerus duplex itself a rare 
anomaly, bul to have simullaneous pregnancy occur in each of the two Mullerian duets 
is most unusual. The case throws an interesting sidelight on the innervation of the 
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ulerus. Normal labor occurred in the right uterus, with spontaneous delivery and 
subsequent normal involution, whereas not until 56 days later did a similar labor 
lake place in the left uterus. 

This phenomenon would seem to argue thal the uleri were entirely independent from 
the standpoint of nervous stimulation.—E. A. 8. 


Vedical Intelligence: Fetal Risks from Rubella During Pregnancy. THEODORE 
H. INGALLS AND NATESAIER PURSHOTTAM, Boston, Mass. New England 
J. Med. 249:454-464, Sept. 10, 1953. 


Calculation of fetal risks from rubella during pregnancy trimesterwise has been 
very difficult on account of the paucity of cases that are diagnosed, reported, and 
followed during pregnancy. The first reports of such risks were done retrospec- 
tively and the figures were high. A prospective inquiry was undertaken at the 
Department of Epidemiology, Harvard School of Public Health, in conjunction 
with the New England Journal of Medicine, which was greatly aided by obstetricians 
following the cases of pregnant women after an attack of German measles. Results 
indicate that the risk to the infant was not over 17 per cent for infection in first 
and 12 per cent for infection in second trimester. 4 figures. Author's abstract. 


The percentage chance of congenital anomalies of infants whose mothers had German 
measles during the first trimester of pregnancy in this report is much lower than we 
have been led to believe. This method of approach seems sound, in that the diagnosis 
could be well-established and the pregnancy followed subsequent to the allack of rubella. 
It is hoped that this represents a more accurate picture of the incidence of anomalies.— 


R.A. 


Effects of Apresoline, Veratrum Alkaloids, High Spinal Anesthesia, and 
Irfonad on Renal Hemodynamics of Pregnant Patients with Toremia and 
Essential Hypertension. 8. A. KAPLAN AND N. 8S. ASSALI, Cincinnati, O. 
Surg., Gynec. & Obst. 97:501-507, October 1953. 


\ study was made of the response of the renal circulation to vasodepressor 
agents in pregnant patients with toxemia and essential hypertension. Four 
agents, apresoline, veratrum alkaloids, arfonad and high spinal anesthesia, were 
studied in the group of patients which included 17 cases with toxemia of preg- 
nancy, 7 with essential hypertension, and 6 with normotensive pregnancy. During 
an initial series of control periods in each patient, measurements were made of the 
blood pressure, renal plasma flow, and glomerular filtration rate. One of the 
vasodepressor agents was then administered and the subsequent changes in the 
blood pressure and renal hemodynamics were measured. 


Previous studies had shown that in patients with normal pregnancy the ad- 
ministration of vasodepressor agents was frequently associated with an increase in 


the renal vascular resistance. It was reasoned that such an occurrence might be 
an undesirable side effect in the treatment of patients with hypertensive disease, 
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and the study reported in this paper was made in an attempt to discover which of 
the vasodepressor agents also produced active renal vasoconstriction. 
Administration of apresoline was always followed by a fall in the blood pressure 
and renal vascular resistance in cases of toxemia and hypertension, while with 
veratrum compounds there was usually an increase in renal vascular tone. Neither 
arfonad nor high spinal anesthesia effectively lowered the renal vascular resistance. 


On the basis of their observations the authors conclude that apresoline appears 
to be an important addition to the list of drugs for the therapy of toxemia or 
essential hypertension complicating pregnancy. 9 references. 4 figures. 5 tables. 

Author's abstract. 


9. Diabetes and Pregnancy. JAMES M. WHITELY, THEODORE W. ADAMS, AND 
MAX H. PARROTT, Portland, Ore. West. J. Surg. 67:439-447, August 1953. 


The authors report a series of 72 diabetic pregnancies which reached the stage 
of viability and were delivered at Good Samaritan Hospital, Portland, Ore. The 
diabetic management of 86 per cent of these women was carried out by one group 
of internists and the obstetric care of 72 per cent was managed by one group of 
obstetricians. The importance of the close liaison between these two groups is 
emphasized by the authors. 

There were no maternal deaths. The gross fetal mortality was 19.4 per cent 
(7 neonatal deaths and 7 intrauterine deaths). The lowest fetal mortality occurred 
in the 6L per cent of the cases delivering between the 36th to 38th week of gestation. 
Cesarean section was the method of delivery in 56 per cent of the cases. The low 
cervical type of cesarean section under spinal anesthesia was favored for most 
cases. The incidence of toxemia of pregnancy was 23 per cent. There was no 
greater fetal loss in the toxic group as compared to the nontoxic group. Stilbestrol 
was employed so infrequently as to be of no statistic value in this report. Fetal 
prognosis was shown to be somewhat influenced by the age of onset of the diabetes, 
the duration of diabetes, and the severity in control of the disease. 


The pediatric management of the newborn of a diabetic mother is briefly dis- 
cussed. Emphasis is placed upon the fact that, despite the birth weight, most of 
these infants should be treated as premature, with incubation, oxygen, vitamin k, 
gastric lavage, subcutaneous glucose, and careful observation. 


The authors break down this series into two groups. Group A includes those 
cases managed before the close liaison was established between the obstetrician, 
internist, and pediatrician, and Group B, those managed after this liaison was 
established. The improved fetal salvage in the Group B cases is attributable 
to many factors, particularly the close teamwork of the physicians, the careful 
selection as to the time of delivery and the use of roentgenography of fetal ossifica- 
tion centers (which merits further study) as an aid in selecting the optimum time 
for delivery, and well-planned pediatric care. The incidence of cesarean section 
in Group B was considerably increased, but the authors feel that if the conditions 
are right for vaginal delivery, this method should be employed. However, since 


OBSTETRICS AND GYNECOLOGY march 1954 e 15 


= 


premature delivery usually finds the cervix uneffaced, and the presenting part 
high, cesarean section then becomes the method of delivery. 9 references. 1 figure. 
LL tables.-Author’s abstract. 


This excellent article emphasizes the relative unimportance of adjunctive hormonal 
therapy in the management of pregnancies complicated by diabetes.R. A. kh. 


10. Aeule Intravascular Hemolysis, Lower Nephron Nephrosis, and Acule Anterior 
Pituitary Necrosis Complicating a Case of Severe Pre-Eclampsia. W. 8. BAKER, 
JR., J. P. BAKER, W. J. LUSSY, C. E. BANCROFT, H. A. CLAIBORNE AND J. J. 
LEHMAN, Camp Lejeune, \. C. Am. J. Obst. & Gynec. 66:842-852, October 
1953. 


The lower nephron syndrome has been described at length by Lucké, Bywaters, 
and other authors. Certain sequelae of this syndrome, such as bilateral cortical 
necrosis, anterior pituitary necrosis, and liver necrosis, have been emphasized re- 
peatedly by Sheehan and others. Late pregnancy toxemia associated with acute 
hemorrhagic accidents frequently occurs and may lead to acute renal insufficiency. 
The Trueta-Shunt mechanism as championed by Sophian may result from intra- 
uterine distention and when prolonged could initiate acute renal insufficiency. 
This explanation, however, is not fully accepted by most American investigators, 
notably Chesley and McCaw. 


The authors’ case, reported in detail, was one of severe pre-eclampsia treated 
by cation-anion exchange resins, with satisfactory improvement noted after seven 
days. The toxemia recurred, despite outpatient resin therapy, and required 


second admission. During the second hospital stay, the patient went into labor 
and delivered a living 5 lb. 151% oz. female infant under pudendal block anesthesia 
and low forceps. The immediate postpartum period was unremarkable. Severe 
toxemia management was resumed. Suddenly about 251% hours following delivery, 
the patient suffered an acute hemolytic crisis; the erythrocytes and hemoglobin 
dropped precipitously and an icterus became manifest. Blood replacement was 
energetically carried out, and general supportive measures were initiated. 

Despite adequate whole blood replacement and prompt antishock measures the 
patient developed a renal shutdown. Treatment measures designed to combat 
anuria as recommended by Strauss were immediately employed. Despite mainte- 
nance of good fluid and electrolyte balance and the absence of hyperkalemia, the 
patient died on the seventh day of her illness. Autopsy revealed lower nephron 
nephrosis, bilateral cortical necrosis, severe periportal liver necrosis, and complete 
necrosis of the anterior lobe of the pituitary gland. The cause of the acute intra- 
vascular hemolysis was not adequately explained. However, it may have been 
caused by autoinfusion of some toxin arising from the uteroplacental site, as 
suggested by Young and McMichael and the Smiths. In view of the severe damage 
to the kidneys, liver, and anterior pituitary gland, it was conceded that recovery 
would have been highly improbable. In retrospect, the authors did not feel the 
fatality could have been prevented, but certainly admit late pregnancy toxemia 


16 « march 1954 QUARTERLY REVIEW OF SURGERY 


Fishy 


yas the motivating factor in the production of irreversible damage in vital organs, 
thus leading to the death of the patient. 19 references. 5 figures.—Author’s 
abstract. 


11. Intravenous ACTH in the Treatment of Hyperemesis Gravidarum, B. BENACH 
CARRERAS, Havana. Obst. & Gynec. 3:50-52, January 1954. 


Pernicious vomiting of pregnancy is considered in the light of Selye’s concept of 
the syndrome of general adaptation, and an outline of the pathogenesis of hyper- 
emesis gravidarum is given which would explain the similarity of the symptoms in 
the two conditions. 

During the early weeks of pregnancy, the secretion of pituitary gonadotrophins 
increases. Most investigators believe that this is accompanied by a decrease in 
the production of other pituitary hormones. The temporary deficit of ACTH 
(among other pituitary hormones) results in transitory adrenal insufficiency. 
Symptoms of toxemia of early pregnancy and those of adrenal insufficiency are 
similar. The hormones produced by the placental syncytium (chorionic gonado- 
trophins, estrogens, progesterone) neutralize the excessive pituitary gonado- 
trophin, and hormonal equilibrium is established between the fetus and mother, 
ACTH production becoming normal or high. The adrenal cortex is therefore 
stimulated to secrete adequate amounts of glucocorticoid, androgenic, desoxy- 
corticosteroid, and other hormones. If this defensive reaction is adequate the 
original stimulus is neutralized and all symptoms of early toxemia disappear. If 
the noxious stimulus is not neutralized, the systemic reaction continues. The 
pituitary produces large amounts of ACTH which stimulate the adrenal cortex 
to throw off steroid hormones. Since desoxycorticosterone causes hypertension 
and sodium retention this could explain the hypertension and edema of the tox- 
emias. The resultant hypertension would bring about a lowering of renal filtration, 
leading to oliguria and possibly fatal anuria. 

This syndrome of high blood pressure, oliguria, edema and albuminuria may be 
considered as an example of toxemia of pregnancy and a result of attempts of the 
organism to adapt to the continued stimulus. If the hormonal disturbance reaches 
this point, recovery would leave permanent sequelae. Successful management of 
hyperemesis gravidarum includes sustained hydration, administration of vitamins, 
and manipulation of diet to correct the hypothetical transitory adrenal insufficiency 
and the pernicious vomiting. Psychotherapy concerns itself with another aspect 
of the syndrome of general adaptation, since this process is influenced by ante- 
cedent attitudes as well as physical condition. 

The author has treated 15 cases of hyperemesis gravidarum with ACTH, 15 
mg. in 500 cc. of 5 per cent dextrose daily. In 13 cases, two days of therapy 
sufficed, and in 2, treatment was prolonged for two days more. ‘““The nausea 
and vomiting were eliminated completely and without relapse or after-effects.” 
Sodium and potassium levels remained within normal limits and there were no 
cases of hypertension or edema. The Thorn test for adrenal insufficiency was 
performed in 8 cases with inconclusive results. All patients gave birth to normal 
babies at term. 
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12. Prevention of Repeal Fetal Loss in Erythroblastosis. Tommy N. EVANS, Ann 
Arbor, Mich. Obst. & Gynec. 3:80-86, January 1954. 


Prenatal anticipation of and preparation for the erythroblastotic infant are im- 
portant factors in increasing fetal survival. All maternity units should have 
facilities available for prompt blood transfusion to affected infants after confirma- 
tion of the diagnosis by the Coombs test, hemoglobin determination, and red 
blood cell count on cord blood obtained at delivery. Maternal Rh antibody titres 
reflect the fact that the mother has been sensitized but do not indicate the presence 
of an erythroblastotic fetus in utero nor the severity of the disease in affected 
infants. In 2 of LL cases reported, maternal Rh antibodies could not be detected 
but patients delivered infants with severe erythroblastosis. 

The prognosis of future pregnancies in the woman who has delivered one or 
more erythroblastotic infants depends largely upon the severity of the disease in 
the previous babies and the Rh status of the father. If his genotype suggests that 
he is homozygous Rh positive, future pregnancies will generally yield an affected 
infant. If he is heterozygous, there is at least a 50 per cent chance of the mother 
having an unaffected Rh negative child. 

Eleven consecutive case histories are presented. Each of the patients had 
previously had at least | erythroblastotic infant. After determining by clinical 
signs and x-ray findings when the fetus was no longer premature, 7 of the preg- 
nancies were terminated by preterm induction of labor and delivery from below. 
All of the infants survived without apparent stigma, except for one who developed 
retrolental fibroplasia. Three pregnancies were terminated by cesarean section; 
in 2 cases, repeated attempts to induce labor had failed. One of the 3 babies died 
after three days; autopsy revealed kernicterus (the mother had had 3 previous 
intrauterine fetal deaths). One patient went into labor spontaneously five weeks 
before term and delivered a severely anemic infant which survived. In 2 women 
who had heterozygous Kh positive husbands, labor was induced medically, with 
delivery in each case of an erythroblastotic infant who survived. 

In each instance, an exchange transfusion through the umbilical vein was carried 
out after a positive Coombs test and after the presence of severe anemia had been 
established. Excellent pediatric care of the babies played a major role in their 
survival. All infants received a single exchange transfusion during the first eight 
hours of life. The artificial termination of pregnancy at the end of or following 
the eighth month of gestation appears to offer considerably improved fetal prog- 
nosis. 

Preterm interruption of pregnancy must be distinguished from truly premature 
termination if fetal salvage is to be improved. Too early a delivery is as dangerous 
as a delivery which is delayed too long. 3 references. 


This is an interesting report. One is lempled to speculate as to whether the good 
resulls oblained by the author were due to the early induction of labor or the exchange 
lransfusion. Other clinics report similar success with transfusion alone, pregnancy 
being permilled to go lo lerm. There is considerable difficulty in determining the exact 
moment for the induction of labor with optimum results.—E. A. S. 
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13. Eosinophils and Pregnancy. b. w. DAWSON, Salisburv. England. J. Obst. & 
Gynaec. Brit. Emp. 60:727-731, October 1953. 


The eosinophil response to pregnancy was studied in 75 normal cases and in 
14 cases of toxemia. 

A total of 481 eosinophil counts were carried out on 75 patients who went through 
normal pregnancy, and 218 counts were made in 63 normal puerperia. Blood was 
obtained by fingerprick to avoid the error of ear blood. 

Of the 75 normal pregnancies there were 34 primigravidas, 22 in their second 
pregnancy, and 19 multiparas. Average eosinophil count for these patients was 
90 eosinophils per cmm. No significant difference was found between the three 
groups. Forty-one patients, seen 6 weeks after delivery when they were healthy 
clinically, gave a mean count of 183 eosinophils per emm. This was taken as the 
average for normal non-pregnant women. 

In a few patients examined during labor, a marked eosinopenia was found. 
During the first 10 days postpartum, eosinophils reached a peak on the fourth 
day and fell again gradually, until at about the seventh day a level similar to that 
found at the follow-up clinic was reached. 

The mean figure in 14 patients with toxemia was 86 eosinophils per cmm., a 
60 per cent fall from their postnatal figures. Results show that there is “‘no sig- 
nificant difference in the eosinophil count between normal and toxemic preg- 
nancies.” 

It is considered that both the basal, normal, non-pregnant eosinophil level and 
the level in pregnancy are controlled in part by the adrenal cortex, but that other 
factors also operate. The use of eosinophil counts to assess complications of the 
puerperium is considered to be of little value, owing to the wide normal variations. 
21 references. 2 figures. 1 table. 


14.) Cyelie Ovarian Function Following Spontaneous Abortions. RB. L. HALLET, 
New York, N.Y. Am. J. Obst. & Gynee. 67:52-55, January 1954. 


The study was undertaken to ascertain the time of onset of cyclic ovarian fane- 
tion following abortion. The group studied included 54 patients, of which 34 were 
multigravidas and 20 primigravidas. Period of gestation ranged from 33 days 
to 136 days. 

Evidence of pregnancy was obtained by curettage and histopathologic examina- 
tion of the tissue. Following a short hospitalization, patients were discharged to 
the clinic and repeated biopsies performed by Meigs curette at predetermined 
intervals, until normal premenstrual secretory endometrium was obtained. If the 
first menstrual flow was not preceded by normal endometrium, premenstrual 
biopsies were performed prior to succeeding menses. A total of 84 biopsies were 
thus made, averaging 1.6 biopsies per patient. 


Of the 54 patients, 42 (77.8 per cent) had normal premenstrual secretory endo- 
metrium prior to the initial postabortal menses; 5 (9.3 per cent) had inadequate 
secretory endometrium, and 7 (12.9 per cent) had initial anovulatory cycles. The 
average duration of amenorrhea in those with adequately prepared endometrium 
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was found to be slightly longer than in those with the inadequately prepared 
secretory and proliferative endometrium. The author also concluded that the 
endometrium prior to the initial postabortal menses is not ideal for nidation, and 
that a normal secretory endometrium precedes the second menstrual period after 
abortion. 8 refererces. 2 figures. 2 tables. 


15. Some Observations on the Treatment of Eclampsia with Sodium Thiopentone. 
M. K. K. MENON, Madras, India. J. Obst. & Gynaec. Brit. Emp. 60:710-714, 
October 1953. 


A report is made of 75 cases of eclampsia treated during a seven month period, 
October 1951 to May 1952, by the sodium thiopentone dextrose therapy advocated 
by Professor O’ Donel Browne. 

Treatment of the eclamptic patient is described thus: Following admission the 
patient is giver 0.5 Gm. of pentothal sodium in 20 ml. distilled water, intravenously, 
as an induction anesthesic. When the patient is under the effect of the anesthetic, 
a continuous drip containing 3 Gm. of pentothal sodium in 1,000 ml. of 20 per cent 
dextrose is instituted. This is allowed to flow at the rate of 15 to 20 drops per 
minute. If the patient is restless, the initial dosage of pentothal from the syringe 
is injected into the rubber tubing. Oxygen is administered at the rate of 3.5 
litres per minute. Pentothal drip was not continued for more than 24 hours, and 
none of the patients had more than 1.5 litres of the 20 per cent dextrose in a 24 hour 
period. When the patient is well under the influence of pentothal and has been 
quiet for about 24 hours, the pentothal drip is replaced by a 20 per cent dextrose 
solution for another 24 to 48 hours. Penicillin is given prophylactically. 

Maternal mortality in this series was 16 per cent (12 patients). “While pento- 
thal may perhaps be the best drug in the control of convulsions, in my series of 
cases it has not helped in any way to bring down the maternai mortality.” 

In 59 cases of delivery, 22 infants were born dead; an incidence of 40 per cent. 
l reference. 2 tables. 


The author is to be praised for his frankness in presenting this report which reveals 
thal the prolonged administration of pentothal in eclampsia rather tends lo increase 
maternal and felal mortality than to improve it.—E. A. 8. 


16. Toxemia of Pregnancy and Altered Renal Circulation. BURDETT WYLIP, 
Lakewood, Ohio. Am. J. Obst. & Gynec. 66:254-268, August 1953. 


Experimental and clinical evidence is cited which reveals that altered renal 
circulation may result in hypertension, albuminuria and salt, and water reten- 
tion (edema). Theoretically, if there were interference with the renal circulation 
in a pregnant woman, any or all of these symptoms might reasonably be antici- 
pated. If present, they would constitute a basis for the diagnosis of toxemia of 
pregnancy. 


It is proposed that any significant tamponade or compression of the kidney 
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substance, whether external, internal, or interstitial may result in altered renal 
circulation. Renal function, including the mechanism of the humoral control of 
the peripheral vascular bed, proteinuria, salt and water retention, and ultimately 
azotemia, vascular changes and convulsions, would appear to be at the mercy of 
any force which might produce such a state of altered renal circulation. Some of 
the mechanisms of this possible interference are suggested. Experimentally, 
hypertension due to altered renal circulation may be present without interference 
with normal renal excretory function or any demonstrable evidence of reduced 
renal blood flow. 

Erect posture is considered to be the most significant predisposing factor for 
altered renal circulation in the pregnant human female (i.e. toxemia of pregnancy). 
Conversely, it would explain the absence of toxemia among quadrupeds and its 
rarity among primitive women. This postural effect is particularly evident in 
primiparous patients and with multiple pregnancies where it is reasonable to 
assume greater intra-abdominal, hence greater renal pressure. Renal edema, 
which is initiated by altered renal circulation, may in turn become self-perpetuating 
when its presence contributes further to vascular compression within the kidney 
substance, a process which is thought to be accentuated by salt intake and retention. 

The theory, therefore, is presented that pregnancy and erect posture give the 
necessary combination of circumstances whereby, in a small percentage of cases, 
the body being unable to make adequate adjustment, there is an appreciable 
effect on the renal circulation. As has been demonstrated, the response to altered 
renal circulation may be hypertension, albuminuria, and salt and water retention. 
In a pregnant woman this would be “toxemia.’”’—Author’s abstract. 


17. Investigations on the Use of Sodium-Removing Resins in the Treatment of Pre- 
Eclampsia. Db. L. HUTCHINSON AND A. A. PLENTL, New York, N. Y. Am. J. 
Obst. & Gynec. 67 :32—46, January 1954. 


The study was undertaken (1) to determine whether the ingestion of sodium- 
removing resins in the presence of a low-salt diet would lead to a negative sodium 
balance in pre-eclamptic patients; (2) to determine the extent and consequences 
of changes in electrolyte and water metabolism produced by this regime; (3) to 
establish the effect of this therapy on the clinical course of toxemic patients; and 
(4) to devise a simple, safe, and effective plan for the administration of cation 
exchange resins in the treatment of pre-eclamptic patients. 

The investigation included 7 patients who received usual ambulatory treatment 
for pre-eclampsia for varying periods prior to hospitalization. On admission to the 
hospital, patients were placed on a control routine, consisting of bed rest, low-salt 
diet without water restriction, and mild sedation, for two to four days. Following 
the control period, patients received the maximum-tolerated dose of carbo-resin®, 
10 to 80 Gm. daily, in three divided doses. When urinary sodium output and 
serum carbon dioxide combining power started to decrease, determinations of 
deuterium oxide space, sodium space and blood volume were made. The resin was 
then discontinued and the patient returned to the course defined for the control 
period. Determinations were repeated after three to seven days. 
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The most striking and consistent observation was the drop in urinary sodium 
output per 24 hours. A reduction of almost 40 per cent of the total body sodium 
can be accomplished with this therapy. A compensated metabolic acidosis is 
produced, finding its expression in a significant depression in the carbon dioxide 
combining power. Progression of the manifestations of pre-eclampsia did not 
occur in any of the patients. The authors observed no toxic reactions, except for 
occasional nausea. 

Repeated determinations of blood chemical values appear to be unnecessary for 
routine treatment of pre-eclamptic patients. The effectiveness of the resins can 
be evaluated by frequent determinations of the carbon dioxide combining power, 
as the only essential laboratory test. 15 references. 7 figures. 2 tables. 


18. The Placental Concentration of Chorionic Gonadotrophin in Normal and 
Abnormal Pregnancy. J. A. LORAINE AND G. D. MATTHEW. J. Obst. & Gynaec. 
Brit. Emp. 60:640-649, October 1953. 


Placental concentration of chorionic gonadotrophin has been observed to be 
“significantly higher” in patients with moderate or severe pre-eclamptic toxemia 
or diabetic pregnancy than in control patients. However, in a group of mild cases 
of pre-eclamptic toxemia and some other complications of pregnancy, the mean 
figure did not differ markedly from that of the control series. 

Under study were 27 normally pregnant women who delivered by the vaginal 
route, 12 patients delivering by cesarean section for obstetric indications, 17 
patients with pre-eclamptic toxemia, 14 pregnant diabetic women and 11 patients 
in whom various other complications occurred during pregnancy. 

A simple saline method of extraction appeared to give satisfactory yield of 
placental chorionic gonadotrophin. In a small number of cases the serum con- 
centration of chorionic gonadotrophin (1.U./ml.) was very similar to the placental 
concentration (1.0./G. wet weight). This similarity under both normal and 
abnormal conditions suggests that the hormone is not stored in the placenta, but 
is rapidly and continuously released into the general circulation. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


19. Poslepisiolomy Pain Control With Efocaine. DAVID B. GERSHENFELD AND 
LEWIS BE. SAVEL, Newark, \. J. Am. J. Obst. & Gynec. 66:860-865, October 
1953. 


Recent reports have described a new aqueous miscible, long-acting local anes- 
thetic, efocaine. The water-insoluble anesthetic bases (procaine and butylamino- 


benzoate) in efocaine are dissolved to the point of saturation in an aqueous miscible 


organic solvent composed of propylene glycol and polyethylene glycol-300. Upon 
injection of the solution, tissue fluids cause the anesthetic agents to precipitate as 
an in silu crystalline deposit; absorption is delayed by low aqueous solubility ; and 
anesthetic action is prolonged for periods of time exceeding six days. A _ histo- 
pathologic study has revealed that efocaine does not encapsulate, cause neuro- 
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degeneration, nor interfere with wound healing. The authors became interested, 
therefore, in evaluating the preparation in the control of postepisiotomy pain. 

Three groups of patients were studied, using varying technics of depth of injec- 
tion for each. 

Sixty-one patients were tested for tenderness on each of a varying number of 
days following episiotomy. For al) patients combined, a total of 288 tests to 
determine tenderness were made, and of these, 108 daily tests (37.5 per cent) re- 
sulted in an estimate of no tenderness, while for 133 daily tests (46.2 per cent) the 
estimate was slight tenderness. In only 13 daily tests did the wound area give 
evidence of sensitivity to very slight pressure. 

Infiltration of the drug too close to the skin surface was attended by a higher 
incidence of induration and sloughing (17.4 per cent) than when the agent was 
carefully injected into the deeper tissues (7.9 per cent). 

The administration of efocaine is easily accomplished by deep (1 em.) infiltration 
of 2 to 3 mil. of the solution as a fine line on each side of the wound. Superficial 
injection or pooling of the agent at any site results in a clump of crystals and can 
lead to skin erosion or deep irritation. Both superficial placement and pooling 
also deprive efocaine of its maximum anesthetic action. 

The simplicity of equipment and technic and the noteworthy relief of post- 
episiotomy pain afforded by efocaine makes it extremely desirable for such a 
purpose. 21 references. 1 figure. 3 tables.—-Author’s abstract. 


20. Intravenous Anesthesia for Obstetrical Delivery. EDWIN RUCKER, Richmond, 
Va. J. M.A. Alabama 23:59-64, September 1953. 


The author discusses his experiences with intravenous anesthesia for obstetric 
delivery, beginning with evipal, and describing, in turn, his use of vinbarbital, 
thiopental (pentothal, Abbott) and pentobarbital sodium (nembutal, Abbott). 
The current anesthesia program is described in some detail. Complications re- 
sulting from this type of anesthesia are described and discussed. Safeguards for 
the patient and baby include available oxygen, patent airway, and analeptics, 
when needed. There was one death in 6,257 patients, a case in which anesthesia 
was not totally responsible. The effect of the anesthesia upon the baby is dis- 
cussed, and anoxia of the newborn considered. 7 references.—Author’s abstract. 
21. Nisentil in Obstetrics. PERRY O. POWELL, JR. AND JOHN E. SAVAGE, Baltimore, 

Md. Obst. & Gynec. 2:658-660, December 1953. 


The authors review the current literature of 5 successful studies describing 
1,914 cases in which nisentil was used in obstetrics, and add 125 additional cases 
to the literature. 


Nisentil, a synthetic analgesic resembling demerol (dl-alpha-1,3-dimethy|-4- 
phenyl-4-propionoxy-piperidine hydrochloride) acts in 5 to 15 minutes, making the 
patient drowsy, anxiety-free and cooperative. These effects last from one and a 
half to two and a half hours. Patients experience euphoria, and there is no pupillary 
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effect of deep analgesic action with accompanying respiratory depression, as with 
barbiturates and demerol combinations. 

Good analgesic effects were secured in 81 per cent of the 125 patients in the 
present study. The action of nisentil was rapid, not cumulative, and of short 
duration when the drug was administered subcutaneously in 60 mg. doses. Nisentil, 
used intravenously, provided deeper and more rapid analgesia without fetal de- 
pression and proved more effective for the multipara whose labor progressed 
quickly. Three patients exhibited side effects of dry throat, disorientation, and 
excessive perspiration, and 20 patients had some elevation of blood pressure during 
labor, delivery and the immediate postpartum period. 

Nisentil “insured relative safety for the infant, since only 16.6 per cent (21 
infants) of the series of 126 babies showed any form of respiratory depression.” 
Of these, 12 infants were slow to cry spontaneously and had to receive some form 
of mild physical stimulation. Seven were moderately depressed, blue and slow to 
ery. They were given mild physical stimulation, mucus was removed from the 
respiratory passages by suction, and they were placed in the Bloxsom air lock for 
10-30 minutes with complete recovery in each instance. Two babies were cyanotic, 
limp, and exhibited no urge to cry or breathe. Mucus was removed from their 
respiratory passages immediately and they were placed in the air lock. One of 
the babies had been delivered after abruptio placentae. Both infants recovered 
after 30-60 minutes in the air lock. There were no stillbirths in this series and the 
| neonatal death was attributed to pulmonary hyaline membrane disease. 
22. Relief of Pain afler Episiolomy; Clinical Trial of Efocaine. w. A. W. DUTTON, 

Manchester, England. J. Obst. & Gynaec. Brit. Emp. 60:718-720, October 
1953. 


The author reports a clinical trial of 20 patients to whom efocaine was given to 
relieve pain after episiotomy. The product is composed of procaine base (1 per 
cent) with procaine hydrochloride (0.25 per cent) and butyl-p-amino benzoate 
(5 per cent) in propylene glycol (78 per cent) and polyethylene glycol 300 (2 per 
cent). 

Technic of episiotomy and subsequent repair was the same in all cases. Of the 
20 patients, 17 had local infiltration of the anesthetic. The solution was drawn 
up into a dry Labat syringe to avoid precipitation of the procaine base. The 
investigator found that the relative viscosity of the solution necessitates the use 
of a locking syringe if a narrow-gage needle is to be used. The needle was inserted 
approximately | cm. from the lower angle of the episiotomy, and the drug was 
injected into the subcutaneous tissue at a depth of 144 to 4% inch. A fine anesthetic 
line was created parallel to the incision up to the muco-cutaneous junction. The 
infiltration was repeated on the opposite side. When the patient is not under 
general anesthesia, the author states, a preliminary skin-wheal and infiltration of 
the subcutaneous tissue with aqueous procaine hydrochloride is required. 

In 3 cases a longer needle was employed and the anesthetic was used to block 
the pudendal nerves on both sides. 
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One case was termed a failure. Of the remaining 16 patients, the initial results 
were good. All were free from pain and were able to sit up in bed comfortably. 
In 5 patients objective analgesia was “patchy” during the first 24 hours. Sensa- 
tion was recovered by | patient on the fourth day; by 2 after six days; by 6 after 
seven days; by 3 after eight days; and in 4 patients the perineum was still partially 
anesthetized on discharge from the hospital. In 1 patient, treated by pudendal 
block, results were only partially successful. The other 2 cases were adequately 
blocked. 

There were 3 cases of local sepsis. Retention of urine occurred only once. No 
generalized undesirable side-effects were observed. The possibility that the 
anesthetic agent may be a tissue-irritant and increase the local sepsis rate is sug- 
gested but not proven. 7 references. 


PATHOLOGIC LABOR INCLUDING OPERATIVE OBSTETRICS 


23. Lumbar Epidural Block: The Anesthetic of Choice for Cesarean Section? 
DANIEL €. MOORE, L. DONALD BRIDENBAUGH, CATHERINE K. OWEN, MALCOLM 
P. MAC DOUGALL, AND HOWARD C. CARRUTHERS, Seattle, Wash. West. J. 
Surg. 67:459-464, August 1953. 


This paper presented a series of 100 cesarean sections for which lumbar epidural 
block was used as the anesthetic. It was pointed out that regional analgesia has 
been established as the anesthesia of choice in cesarean section, although varying 
results under local infiltration and the high incidence of postspinal headaches has 
somewhat discouraged the use of these procedures. Lumbar epidural block has 
been proposed as the answer to these problems. 

The technic used was the pressure technic described by Dogliotti in 1933. The 
needle was inserted at the first lumbar interspace if a midline incision was planned, 
or at the second lumbar interspace for a Pfannenstiel incision. Twelve cc. of a 
solution consisting of a mixture of 2 per cent xylocaine, 0.2 per cent pontocaine 
and 0.2 ce. 1:1000 adrenalin were injected if the patient was less than 5 feet 5 
inches tall, and 15 ce. if she was taller. The resulting skin analgesia usually ex- 
tended from the 7th thoracic dermatome to the first sacral dermatome. This 
proved adequate for cesarean delivery, as well as tubal ligations and hysterectomies 
done at the time of section. In this series, epidural block alone was satisfactory 
in 95.2 per cent of the cases. The 4.8 per cent of the patients who became restless 
or experienced partial discomfort were given 0.2 per cent sodium pentothal] to the 
point of analgesia. 


The contra-indications to epidural block are the same as for spinal. No serious 
complications occurred in the series. In four instances a plastic catheter was 
inserted to produce continuous anesthesia for control of postoperative pain. Three 
of these patients complained of a stiff neck and severe occipital headache within 
the first 24 hours. These symptoms subsided after removal of the tubing. Of the 
remaining 96, | patient complained of a headache. This was a case where a spinal 
puncture was inadvertently made during an attempt to place the needle in the 
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epidural space. About 60 per cent of the patients showed a fall in blood pressure 


which was returned readily to normal with a continuous intravenous drip of 0.01 
per cent neosynephrine. 

In summary, 100 cases of lumbar epidural block were presented with comments 
concerning technic, complications, and advantages. From this series of cases, it 
is the authors’ present opinion that lumbar epidural block is the anesthetic of 
choice for cesarean section. 2 references. 6 figures. 1 table. 


24. Management of the Fetal Arms in Breech Extraction; a Method to Facilitate 
{pplication of Piper Forceps. JOHN EB. SAVAGE, Baltimore, Md. Obst. & 
Gynec, 3:55-57, January 1954. 


For some years, the author has not used any manual methods advocated in the 
management of the aftercoming head in breech extraction, and has routinely 
applied Piper forceps in all term breech deliveries. ‘There have been no diffi- 
culties in the forceps application, and no known fetal injuries from the instrument. 

All term breech deliveries in the past five years have been managed in this 
manner with complete satisfaction.” 

The following method of management of the fetal arms is suggested. A large 
towel is folded longitudinally and kept ready. As soon as the arms are delivered, 
the towel is placed under the body and arms of the baby in the manner of a sling. 
The assistant holds the ends of the towel in one hand and the lower legs and feet 
in the other, the entire body being elevated slightly. The Piper forceps is then 
applied. Gentle traction on the forceps and slow flexion of the head by the oper- 
ator combined with gradual elevation of the infant’s body by the assistant soon 
bring the mouth and nose into view at which time the upper respiratory passages 
are aspirated. 

The Piper forceps controls the slow delivery of the head and the assistant holds 
the body of the baby so that the operator’s full attention can be directed at delivery 
of the head. Leaving the legs and feet exposed enables the operator to guard 
against overextension of the body of the baby on the cervical spine. If it is im- 
possible to have a scrubbed assistant present at a breech delivery, the sling may 
be applied by the operator and the ends held securely by the delivery room nurse 
by means of a long and heavy ring forceps. The legs would fall flexed, but would 
not interfere with application of the Piper forceps. However, this arrangement 
“is a poor compromise for a scrubbed assistant and should only be used when 
absolutely necessary.” A term breech delivery should be treated as a major 
surgical procedure. Illustrations. 


o- 


25. Cesarean Section: Progressive Trends, A Review of 852 Cases. A. ©. POSNER, 
S. COHN, AND N.S. POSNER, New York, N. Y. Am. J. Obst. & Gynec. 67 :64-75, 
January 1954. 


A survey of 852 cesarean sections performed from 1943 to 1951 is reported. 
The authors noted an increase of from 2.5 per cent to 5.1 per cent in the incidence 
of cesarean sections. The increase, the authors report, is in keeping with the 
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feeling that “the indications for cesarean section should be, and have been, ex- 
tended.” 

Most frequent indications were previous cesarean section, cephalopelvic dis- 
proportion, and hemorrhage. There has been a liberalization of indications for 
fetal causes, for elderly primigravidas, and for bad obstetric history. The authors 
believe that the low cervical, two-flap cesarean section is the operation of choice, 
even in the presence of infection. However, “where haste is of paramount im- 
portance the low, classical procedure should be used.” There has been a marked 
increase in the use of low cervical two-flap procedure. A steady rise is also apparent 
in the use of regional rather than inhalation anesthesia, from 42.7 per cent of the 
vases during the first three years of the survey, to 76.2 per cent during the last 
three years. Morbidity rate was 49.2 per cent. Use of antibiotics has lowered the 
rate constantly. Penicillin should be given prophylactically to all patients in 
labor or with ruptured membranes for 12 hours. A plea is entered to change the 
obstetric standard for the determination of morbidity following cesarean sections. 

Postoperative complications occurred in 135 patients (15.8 per cent). Chief 
postoperative complications were ileus, wound infection, and thrombophlebitis. 
Corrected mortality rate was 0.47 per cent. 

There were 59 fetal deaths in the series, a gross fetal mortality rate of 6.92 per 
cent (corrected fetal mortality 3.05 per cent). Neonatal deaths occurred in 27 
instances. It was felt that gross fetal mortality showed slight improvement over 
a previous report (7.26 per cent) and compared favorably with statistics from 
other institutions. 14 references. 1 figure. 10 tables. 


26. The Remole Effects of Caesarean Section. 3. N. CHESTERMAN, Sidney, Australia. 
J. Obst. & Gynaec. Brit. Emp. 60:684-690, October 1953. 


An attempt was made to ascertain whether a patient delivering by cesarean 
section suffers any disadvantages from it during her subsequent childbearing life. 
Remote effects of cesarean delivery were considered in relation to (1) subsequent 
fertility and fecundity; (2) rupture of cesarean scar in pregnancy and labor; and 
(3) the patient’s subsequent gynecologic history. 

Information was gathered from 252 patients, of whom 126 were primigravidas 


delivering by cesarean section, and a closely corresponding control group of 126 
primigravidas whose babies were delivered vaginally. 


A comparison showed that the women who delivered by cesarean section had 
50 children less than the control group (126 mothers in the test group had 267 
babies; the 126 controls had 317). The diminished fecundity was said to be due 
mainly to “repeat” cesarean sections, “at many of which tubal ligation was per- 
formed. . . . Cesarean section is no greater deterrent to a second pregnancy than a 
natural delivery. It is only after the birth of the second child that fecundity falls 
steeply in the cesarean-sectioned group.” 

Analysis of case histories of 1,874 women who bore children following a previous 
cesarean section showed that the scar ruptured in 33 cases; an incidence of 1.76 
per cent. Rupture occurred before labor in 14 cases. Rupture of the sear of a 
lower segment-cesarean section was found to be less frequent than rupture of a 
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scar in the upper segment. In 15 such cases there were no maternal deaths and 
one fetal death. 

“Lower-segment cesarean section is almost always the operation of choice and 
is not an indication for cesarean section in a subsequent pregnancy.” Sterilization, 
states the author, should not be done (with a few exceptions) before the third 
cesarean section. 7 references. 1 figure. 7 tables. 


There is no reason lo believe that previous cesarean section diminishes fertility. 
{ny decrease in the number of subsequent pregnancies is due either lo tubal ligation 
or contraceplives. As to ruplure of the cesarean scar, recent studies have shown that 
ruplures occur almost in equal numbers after low segment operation and low fundal 
section.—E. A. S. 


27. Thiopental, Curare, and Nitrous Oxide Anesthesia for Cesarean Section with 
Studies on Placental Transmission. ELLIS N. COHEN, WALLACE J. PAULSON, 
JAMES WALL, AND BERNICE ELERT, St. Paul, Minn. Surg., Gynec. & Obst. 
97 A56—-162, October 1953. 


Anesthesia for cesarean section poses a special problem, since the continuous 
circulatory system between mother and child allows all general anesthetic agents 
to pass through the placenta and depress the unborn child. Whitacre and Fisher 
first demonstrated clinically that curare did not cross the placenta. Although 
other laboratory evidence showed that thiopental sodium and nitrous oxide pass 
the placental barrier, it was felt that blockage of curare by the placenta might 
make possible some safe combination of these three agents. 

This study reports 124 cesarean sections performed under thiopental, curare, and 
nitrous oxide technic. A small test dose of curare (3 mg.) was given to the mother 
to ascertain any unusual sensitivity. Induction of anesthesia was accomplished 
by a single rapid injection of 120 to 180 mg. of thiopental. The inhalation anes- 
thetic was begun with flows of 2 liters nitrous oxide and | liter oxygen. The 
patient was then rapidly given intravenous curare (18 to 42 mg.) until her lungs 
could be easily and smoothly inflated without resistance. Controlled ventilation 
was maintained until delivery of the infant. Following delivery the mother was 
given further dosage of thiopental to insure hypnosis. No additional curare was 
given. In all cases the patient was breathing adequately by the time of closure, 
and most were awake 5 to 10 minutes after surgery. 

The lack of fetal depression was rewarding. Ninety-three per cent of the infants 
cried spontaneously. The infant mortality rate was only 3.2 per cent, and in 
none of the four fetal deaths could anesthesia be incriminated. 

Analysis of three blood samples, taken after induction of anesthesia and from 
the mother and placenta simultaneously upon delivery of the infant, showed that 
both nitrous oxide and thiopental crossed the piacenta in approximately a 58 per 
cent concentration, but no evidence of curare was found on the placental side. 

This study suggests that thiopental, curare, and nitrous oxide when administered 
by competent anesthesiologists is a satisfactory anesthetic combination for cesarean 
section. ll references. 4 figures. 1 table.—-Author’s abstract. 
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gynecology abstracts 


THE MENSTRUAL CYCLE 


28. Cyclic Therapy in Menstrual Dysfunction. ROY Vv. BOEDEKER AND N. A. 
CORRENTI, St. Louis, Mo. Obst. & Gynec. 3:53-54, January 1954. 


In a series of 160 patients with functional menstrual abnormalities, dienestrol- 
progesterone cyclic therapy over a three month period proved a “highly successful 
and inexpensive remedy.” This series included cases of irregular, delayed periods; 
menorrhagia and frequent periods; postpartum or postabortal bleeding which 
persisted after curettage; oligomenorrhea and amenorrhea. Seven cases of endo- 
crine sterility were also included. 

For 20 days, 10 mg. of dienestrol, a synthetic estrogen, were given three times 
a day. On the 2Ist day, a subcutaneous injection of 25 mg. of progesterone in oil 
was administered. Therapy was then withdrawn until the second day of subse- 
quent withdrawal bleeding, which usually occurred four days later. On the second 
day of this flow, dienestrol was resumed in daily doses of 20 mg. for 20 days. Pro- 
gesterone was repeated on the 21st day, and the final course of dienestrol in doses 
of 10 mg. daily for 20 days was started on the second day of this subsequent bleed- 
ing. The last dose of progesterone was given on the 2Ist day. Thyroid substance 
was administered as indicated (29 patients). Thirty-four patients required more 
than one course of treatment which was given at intervals of three months to a 
year. 

Therapy was successful in all of the 63 cases of irregular, delayed periods; in 
60 of 65 cases of menorrhagia and frequent periods; in 6 cases of postpartum or 
postabortal endometritis with bleeding; in 14 of 18 patients with amenorrhea 
(over 2-month delay); and in 4 of 7 cases of endocrine anovulatory sterility. 

Eighty-one per cent of the patients were between the ages of 15 and 34 years. 
In 5 patients over 35 years old, curettage was performed when one 20-day trial 
with dienestrol (30 mg./day) failed to control bleeding; benign organic pathology 
was discovered. No malignancy has developed in the remaining 25 patients in the 
over 35 year old group. The trial course is safe, provided a biopsy is performed 
upon failure of the first course of treatment. 


THE VULVA AND VAGINA 


29. Acute Ulcerative Vulvovaginitis Due lo Corynebacterium pyogenes. LEONARD 


bE. LAUFE, Pittsburgh, Pa. Obst. & Gynec. 3:46—49, January 1954. 


Thirty-two cases of self-limiting acute ulcerative vulvovaginitis seen in a U.S. 
Army Hospital in Japan are analyzed. All of the patients were white and of 
childbearing age. Outstanding complaints were sudden onset of intense vulvar 
pruritus and swelling and burning following urination. Dyspareunia was common, 
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and many patients stated that coitus was impossible. Pelvic examination con- 
sistently revealed intense, acute, ulcerative vulvovaginitis without regional lymph- 
adenopathy, vulvar erythema; leukorrhea was moderate in all cases. The ulcers 
were usually numerous, greyish pink, shallow and irregular, never over 1.5 cm. 
in diameter, and very sensitive to touch. Bacteriologic studies in 11 cases impli- 
cated Corynebacterium pyogenes as the causative agent. This organism was isolated 
in all cases. In addition, Lactobacillus was found in 5; Slaphylococcus albus and 
Vicrococcus in 4; Escherichia coli in 3; Streptococcus fecalis and C. rerose in 2; and 
C. hoffmannii in 1 case. All strains of C. pyogenes isolated were resistant to peni- 
cillin, chlortetracy cline, streptomycin and chloramphenicol. 

Numerous other therapeutic agents, local and parenteral, were tried with equal 
failure, among them dihydrostreptomycin, chlortetracycline, sulfathiazole, gentian 
violet | per cent, and commercial acid preparations. Severe discomfort and pain 
experienced by the patients made sedation and local analgesia the most valuable 
forms of therapy. In addition, patients were treated symptomatieally with local 
warm boric acid compresses. The infections were self-limiting and lasted for 
15-19 days from onset of symptoms. No evidence of ulceration or infection was 
present three weeks after the onset of symptoms. The present series, by the 
uniform symptomatology, physical findings, and clinical course, seems to indicate 
that this syndrome is a distinct entity. It is possible that under ordinary circum- 
stances, many women are resistant to C. pyogenes, and perhaps due to an atypical 
virulent strain of an otherwise nonpathogenic bacteria, infection takes place. 


30. Vuloar Endometriosis, Apparently Produced by Menstrual Blood. Crappock 
kK. DUSON AND JOHN 8. ZELENIK, Fort Benning, Ga. Obst. & Gynec. 3:76-79 
January 1954. 


The authors present a case in support of the concept that menstrual blood is 
capable of setting up a focus of endometriosis. The patient had had an excision 
of a Bartholin cyst or abscess which did not heal. Seven days after surgery, she 
menstruated. About eight weeks later she developed endometriosis in the original 
surgical sear. The diagnosis is supported by a Kodachrome photograph of the 
gross lesion in situ and microphotographs of a section of a slide made from the 
area which was excised. 

Dilatation and curettage had not been done during original surgery, but the 


cyst had ruptured in the process of removal, and several cubic centimeters of pus 


had exuded into the wound. The wound broke down on the fourth postoperative 
day and healed slowly by granulation. Endometriosis was not present at the 
time of original surgery. 2 references. 3 figures. 

THE UTERUS, INCLUDING CANCER OF THE UTERUS 

31. Postpartum Cervical Carcinoma. A. PF. DARO, N. P. PRIMIANO, H. A. GOLLIN, 


AND E. NoRA, JR., Chicago. Am. J. Obst. & Gynec. 67: 15-20, January 1954. 


The authors present results of a study undertaken to determine whether un- 
detected cervical carcinoma existing during pregnancy might be discovered at the 
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routine six-week postpartum examination. The investigation was conducted in 
the postpartum clinic of Cook County Hospital, Chicago, over a period of 18 
months. 

Under study were 1500 postpartum women. Procedure was to have patients 
return for examination six weeks after delivery. Each patient was placed in 
lithotomy position. The cervix was exposed by unlubricated speculum and then 
carefully examined under a strong light. Biopsy specimens were taken of all 
lesions, erosions, polyps, and eversions. 

Of the 1500 patients examined, 226 (15.1 per cent) presented cervical lesions. 
Two (0.89 per cent) of these 226 lesions were carcinomatous. Final diagnoses in 
the other 224 included chronic cervicitis, chronic endocervicitis, and either qui- 
escent or healing cervical erosions. Thus, the overall carcinoma incidence in the 
1500 women was 0.14 per cent. 

Findings were confirmed by three pathologists. Diagnosis of invasive or pre- 
invasive carcinoma was said to be relatively simple. Serious difficulty was experi- 
enced with only one biopsy specimen. 

The study showed, state the authors, that at about six weeks postpartum, there 
is a small, well defined group who show persistence of some abnormal, not neces- 
sarily malignant, basal cellular changes. This is the group where differential 
diagnosis may be exceedingly difficult. In 20 such patients studied by the investi- 
gators, these cells were found in the original smears. Concomitant biopsy dis- 
closed no other abnormality other than that of severe erosion with coincident 
epidermization. Smears taken at later dates revealed complete absence of these 
identical cells. Two cases demonstrating need for early examination and prompt 
treatment are presented in detail. 2 references. 3 figures. 


This is an interesting observation but it seems probable that in the two cases presenting 
demonstrable malignancy, the lesions were present before delivery. The cellular changes 


in the pregnant cervix are often extremely confusing even after careful biopsy and 
sludy.—E. A. 8. 


32. Squamous Cell Carcinoma Arising in Benign Cystie Teraloma of the Ovary: 
A Report of Three Additional Cases and Review of the Literature. ROBERT L. 
ALZNAUER, Los Angeles, Calif. Am. J. Obst. & Gynec. 65:1238-1217, June 
1953. 


A review of the literature revealed 60 acceptable cases of primary squamous 
cell carcinoma arising in benign cystic teratomas of the ovary. Additional cases 
were mentioned in articles on other primary subjects but, lacking full description 
and adequate photomicrographs, they were not considered acceptable. The 
author added 3 cases of his own to the literature. 


The incidence of squamous cell carcinoma in benign cystic teratomas was ap- 
proximately 1.7 per cent. This was based on 7 such cases in a total of 408 cystic 
teratomas reported by the Mayo Clinic in two separate publications, which was 
the only large series of cases considered statistically significant by the author. 
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Average age at the time of diagnosis was 49 years, with approximately 80 per cent 
of incidence between the ages of 40 to 70 years. The greatest incidence, 35 per 
cent, occurred during the fifth decade. 

Clinically, the two most common manifestations were (1) palpable lower ab- 
dominal tumor and (2) lower abdominal pain. Both occurred in 50 per cent and 
each alone in 25 per cent of the 49 cases in which adequate clinical information 
was given. Since these are non-specific, the diagnosis of a malignancy developing 
in a cystic teratoma of the ovary rarely was made clinically. Careful gross and 
microscopic examination of all cystic teratomas was emphasized to rule out the 
presence of a previously unsuspected squamous cell carcinoma. 

In 48 cases in which the information was given, the left ovary was involved in 
29 cases, or 60 per cent, and the right in 19, or 40 per cent. The author, however, 
did not consider these figures to be statistically significant because of the lack of 
information in the other 25 cases and the relatively small number of cases from 
which the percentages were derived. There were 2 cases of bilateral cystic tera- 
tomas, one of which contained a squamous cell carcinoma. No case as yet has 
been reported of squamous cell carcinoma arising in both of bilateral cystic tera- 
tomas. 

The two most important factors determining the probable outcome in the 
individual case, in the absence of existing distant metastases at the time of surgery, 
were the presence or absence of (1) rupture and (2) adherence to adjacent pelvic 
structures. In the 32 cases in which the final fate of the patient was known, there 
was a five year mortality rate of 87.5 per cent, with an average survival time of 
only five months following surgery. Only 4 of the 63 cases are known to have 
survived for a period of five years or longer, and of these, one died of recurrence 
seven years after surgery. 17 references. 


33. Comparative Radiotherapeulic Results in Carcinoma of the Cervix Uteri as 
Modified by Prior Surgery and Radiation. Howarvd B. HUNT, Omaha, Neb. 
J. lowa M. Soc. XLIITA03-408, October 1953. 


The absolute five year survival rate from conventional radiotherapy in 318 
cases of carcinoma of the cervix uteri, unmodified by prior surgery or radiation, 
was 48.1 per cent (state cases 43.1 per cent, private cases 57.9 per cent). Twenty- 
eight cases modified by prior surgery showed an overall 5 year survival of 35.7 per 
cent—stage III and IV cases, no survivals (unmodified 17 per cent); stage II 
cases, 14 per cent (unmodified 45 per cent); and stage I cases, 69.2 per cent (un- 
modified 73.1 per cent), indicating that surgery prior to irradiation becomes in- 
creasingly deleterious with more advanced disease. Twenty cases of carcinoma of 
cervix modified by prior radiation therapy showed only one (5 per cent) five year 
survival and with increased incidence of sequelae following reirradiation. Since 
reirradiation is ineffective and hazardous, the initial application must be optimal 
in concept, distribution, and dosage. 

Uterine cancer persistent or recurrent in the cervical stump, paracervical tissues, 
or vaginal wall is accessible for and amenable to control by intracavitary or inter- 
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stitial radium or transvaginal roentgen ray in some stage I and II L.N. cases. Any 
carcinoma of the cervix uteri persistent or recurrent after surgery, and controllable 
by radiotherapy, could have been more assuredly and satisfactorily controlled by 
initial radiotherapy alone. The preferred primary treatment for clinical carcinoma 
of the cervix is irradiation, combining roentgen rays and radium. 17 references. 
2 figures. 1 table.—Author’s abstract. 


The author has made a careful study of carcinoma of the cervix treated by radium 
and x-ray alone, or modified by prior surgery or irradiation. His conelusions, how- 
ever, would seem lo be at least debatable. How can he state that the failures afler surgery 
were not of the same type of neoplasm in which primary irradiation also fails, that is, 
a little under 50 per cent. Also, he does nol specify whether the preceding surgery or 
irradiation was adequate or imperfectly performed. The subject is an interesting and 
thought-provoking one.—E. A. S. 


34. Vaginal Recurrences in Carcinoma of the Body of the Uterus and Their Pre- 


vention by Radium Therapy. B. M. W. boBBIE, Birmingham, England. 
J. Obst. & Gynaec. Brit. Emp. 60:702-705, October 1953. 


The study followed clinical observation that vaginal vault recurrences are 
“rather common” when carcinoma of the body of the uterus is treated by hyster- 
ectomy alone, but not when radium therapy is used instead of surgery. The term 
“recurrences” is used to include all scar recurrences and typical metastases. 

A series of 228 patients with adenocarcinoma of the body of the uterus, all 
apparently well three months after total abdominal hysterectomy, has been fol- 
lowed for from 5 to 15 years. 

Of 61 patients treated by hysterectomy alone, 7 (11 per cent) had a vaginal 
recurrence. Of 80 patients given x-ray therapy following hysterectomy, 8 (10 
per cent) experienced a recurrence. When hysterectomy in 84 women was fol- 
lowed by radium therapy, 2 (2.4 per cent) had recurrences in the vagina. Nine of 
the recurrences were in the vaginal vault. Two were sub-urethral. “It seems that 
deposits in the latter site do not tend to appear long after the removal of the 
primary.” 

Radium treatments were given three to four weeks after hysterectomy. Radium 
is now applied by means of a perspex cylinder, made up of components 2.5 em. 
long, each containing a source of radium. The length and diameter of the cylinder 
is chosen so as to fit comfortably in the vagina, and is kept in position by suturing 
the labia together. A safe loading for the standard cylinder of three parts was 
found to be 15 mg., 5 mg., and 10 mg. of radium, from top to bottom respectively, 
for 100 hours. 3 references. 2 figures. 2 tables. 


Is vaginal recurrence afler hysterectomy for endometrial carcinoma equally frequent 
when irradiation is practiced prior to hystereclomy, as is the common practice today? 
One would doubt this.—E. A. 8. 
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The Use of Radium in the Treatment of Benign Lesions of the Ulerus: A Critical 
Twenly Year Survey. ®. M. HUNTER, N. V. LUDWICK, J. F. MOTLEY, AND W. W. 
oaks, Philadelphia, Pa. Am. J. Obst. & Gynec. 67:121-121, January 1954. 


The effectiveness of radium therapy in patients with benign uterine lesions has 
been described by Hunter et al. Radium can be used successfully with minimal 
morbidity and no mortality, state the authors, and the use of hysterectomy as the 
sole definite therapy for benign lesions at or about the menopause will not produce 
any net saving of years of life. 

Records of all patients with benign uterine lesions treated with radium from 
January 1932 to December 1950 were reviewed. In 1952 a follow-up study was 
undertaken. 

Of 765 radium-treated patients, 644 were followed to 1952 or to hysterectomy, 
or to death. Of all patients followed, 80 per cent were 35 to 54 years of age at the 
time of treatment; 15.4 per cent were over 54 years of age and presumably post- 
menopausal. About 2.2 per cent were less than 35 years old, while in 1.9 per cent, 
age was unknown. For most patients the diagnosis was dysfunctional uterine 
bleeding and /or uterine myomas (84.2 per cent of the 35 to 54 year old group, and 
80 per cent of the entire group). Prior to 1942, patients were given a radium 
dosage up to 1800 mg./hr. The majority of women treated between 1948 and 
1950 received more than 2000 mg. /hr. 


Only 28 of the 644 patients followed were hospitalized for further gynecologic 
treatment after initial radium therapy. Twenty-three women had recurrent 
dysfunctional uterine bleeding and two suffered uterine prolapse. A malignant 
condition of the pelvis developed in 3 patients; an incidence of 0.5 per cent. There 
were only two significant postradiation complications. 13 references. 2 figures. 
5 tables. 


The authors are to be congratulated on their excellent results. A survey of recent 
literature would indicale that radium treatment for benign lesions of the uterus has 
heen abandoned generally, because of unsatisfactory end results and the frequent 
necessily for resorling lo hysterectomy sooner or later afler irradiation. Certainly 
such has been the experience of this commentator.—E. A. S. 


36. A Clinical Analysis of the *Angiograms” Found in the Course of Hyslero- 
salpingography with Special Reference to Tuberculosis of the Female Genitals. 
K. KIKA, Sendai City, Japan. Am. J. Obst. & Gynec. 67:56-63, January 1954, 


The study was undertaken to acquire more accurate knowledge of the causative 


factors of uterine “angiogram,” with special regard to genital tuberculosis in 
sterile women. \-ray pictures resulting from venous or lymphatic penetration of 
iodized oil contrast medium during hysterosalpingography were termed uterine 
“angiograms. The author selected 52 cases of uterine angiogram from 1200 
hysterosalpingograms and 3 cases of postmenopausal women. 

Of the 55 patients, 45 were examined for tuberculosis. The diagnosis was con- 
firmed in 32 (71.2 per cent) by culture and biopsy method. In another 7 (15.5 
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per cent), tuberculosis was suspected, and in 6 patients (13.3 per cent) it was 
not found. 

“Accidental” excessive pressure, too much iodized oil, variation in the phases 
of the menstrual cycle, and ligated tubes “seemed to |ave little responsibility” for 
the production of uterine angiograms. The hysterosalpingography in tuberculous 
women, when repeated, always showed the same angiogram. 

Untoward reactions associated with the angiogram were: patients smelling the 
iodized oil, faintness, lassitude and anorexia. In four cases the procedure was 
followed by chills and a rise in temperature. Infarct by oil embolism, iodism, or 
cough were not observed. 

“It must be stressed that the most prominent causative factor in the production 
of an angiogram in women of childbearing age is the uterine damage due to in- 
flammatory change, especially extensive tuberculous involvement in the endo- 
metrium and myometrium which usually results in menstrual disturbances.” 
14 references. 8 figures. 1 table. 


37. Uterine Fibromyomas. Rk. w. mrwin, Montreal, Canada. Surg. Gynec. & 
Obst. 97 :702-708, December 1953. 


This paper deals with 632 cases of uterine fibromyomas encountered at the 
Winnipeg General Hospital between 1947 and 1953. All but 14 of the tumors 
were removed surgically. 

In this series 219 patients were operated on primarily for the relief of pain. 
Other symptoms occurring frequently included discharge from vagina (hemorrhage 
or leukorrhea), pressure symptoms, and symptoms of anemia and neurosis. An 
effort was made to correlate symptomatology and pathologic findings. No striking 
relationship was observed between weight of uterus and symptoms, and size of 
fibromyoma was unrelated to symptomatology. Pain was not related to site of 
tumor. In 71 cases the fibromyomas were reported as showing various types of 
degeneration. None of these cases was associated with systemic disturbances, 
nor was the incidence of pain or tenderness higher than that in the entire series. 
Pregnancy was seldom altered by the presence of fibromyomas. Incidence of 
surgical complications was 1.9 per cent, including one death. Oophorectomies 
were performed far in excess of the pathology found. When there is a choice be- 
tween total and subtotal hysterectomy, states the author, the former is preferable. 

“One can only speculate as to possible etiologic relationships between associated 
lesions and fibromyomas. A lifetime follow-up would help to determine if such a 
relationship exists.”—2 references. 2 tables. 3 figures. 8 graphs. 


38. Study of the Supportive Structures of the Uterus by Levator Myography. 
B. BERGLAS AND I. C. RUBIN, New York, N. Y. Surg. Gynec. & Obst. 97 :677- 
692, December 1953. 


The object of this study was to determine the anatomic and functional relation- 


ship of the uterus to the levator ani muscle in the living subject, bothunder normal 
conditions and in cases of prolapse. 
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The study included 73 patients, said to be the first living subjects thus investi- 
gated. In the cadaver, state the authors, owing to the loss of tone of the muscular 
pelvic diaphragm, the anatomic relationship between the uterus and the pelvic 
floor is altered, 

X-ray myography was described as follows: a contrast medium is prepared 
containing half the usual amount of x-ray opaque substance contained in rayopake 
and without polyvinyl alcohol or any other thickening substance. With the 
patient in lithotomy position a 21 gage needle, 11% inches long, is inserted through 
the lateral vaginal wall into the levator crus, and 5 cc. of the medium is injected 
into either side. Then the needle is introduced into the levator plate in the mid- 
line and midway between the tip of the coccyx and the posterior circumference of 
the anus, and 10 cc. of the opaque substance is injected into the levator plate. 
Distribution of the substance within the muscle took place during the 5 to 10 
minutes required to change the position of the patient for roentgenologic study. 

Under normal conditions with intact muscular pelvic diaphragm, the levator 
plate has an almost horizontal course, and the uterus is situated over this structure. 
With increased intra-abdominal pressure, the uterus is forced against levator 
plate which gives it adequate support. 

In the muscular pelvic diaphragm that is defective, whether from birth injury 
or other structural and functional impairment, the levator plate assumes an 
oblique or vertical position. This results in an altered relationship of the uterus 
to the levator plate and in an increase of the longitudinal diameter of the pelvic 
floor aperture. Increase of the transverse diameter of the hiatus is due to impair- 
ment of the levator crura. 


The disturbed anatomic relationship of the uterus to the levator plate, the 


investigators believe, is chiefly responsible for the loss of the support normally 
given to the uterus by the levator plate. 16 references. 26 figures. 


39. Congenital Cysts of the Corpus Uleri. PAUL T. BUERGER AND HARRY E. PETZ- 
ING, Buffalo, N.Y. Am. J. Obst. & Gynec. 67:143-151, January 1954. 


A case of a congenital cyst of the uterus, believed to be of Mullerian-duct origin 
is presented. Congenital cysts of Mullerian-duct origin present a varied picture. 
The various anatomical types which have been reported are the pedunculated 
submucous, intramural, parasitic, subserous, and pedunculated subserous, The last 
two are most common and are usually found in or near the midline. They may 
also be found on the fundus, anterior wall, or cervix. The cysts most often occur 
singly, but several cases of multiple cysts have been described. The lining epi- 
thelium may resemble endometrium, endosalpinx, or endocervical epithelium, or 
may be of a primitive Mullerian-duct type. The columnar epithelium may be 
flattened, due to pressure effect from the expanding contents of the cyst. The 
epithelium may be missing in places. The epithelium is often found lying on a 
hyalinized layer of submucosa, and may be thrown up into ridges and papillary 
projections. The wall of the cyst is usually composed of smooth muscle with 
rarying amounts of fibrous tissue elements. No communication with the uterine 
cavity was demonstrable in any of the reported cases. 


march 1954 QUARTERLY REVIEW OF SURGERY 


As 

ii 

66 

+ 


Average age of patients is 36 years. The cysts occur more frequently in women 
who have had several children. Symptoms are nonspecific, being those of a lower 
abdominal mass. The most frequent preoperative diagnosis is that of an ovarian 
cyst or myomas of the uterus. Treatment depends upon the size and location, and 
consists of either excision of the cyst or hysterectomy. These cysts are generally 
considered to be benign in nature. 5 references. 5 figures. 1 table. 


10. The Surgical Management of Profuse Hemorrhage from Uterine Carcinoma. 
\. M. SALZBERG, W. A. FULLER, AND R. H. HOGE, Richmond, Va. Surg. Gynec. 
& Obst. 97:773-775, December 1953. 


An operative procedure is presented that may be effective in the management of 
otherwise uncontrollable hemorrhage from uterine carcinoma. The author feels 
that this “may offer palliation to those unfortunate women who face exsanguina- 
tion from these lesions.” 

Six cases of massive uterine hemorrhage from carcinoma of the cervix are in- 
cluded in this report. Patients’ ages ranged from 25 to 47 years. Definition used 
to classify the lesions before treatment were those of Broders and the League of 
Nations. One was grade 2, stage I; 2 were grade 2, stage I]; 2 were grade 2, stage 
III; and 1 was grade 3, stage III. All patients had received radiation therapy. In 
5, hemorrhage began one week to five months after completion of therapy. In 
all patients severe vaginal hemorrhage had occurred from 2 to 6 times before 
surgical intervention was undertaken. 

Two patients were managed by ligation of both ovarian arteries and both 
hypogastrics. Subsequently, there was one minor episode of vaginal spotting in 
one patient, and complete cessation of bleeding for the other. The latter patient 
is now alive and well, two and a half years after ligation. The other patient sur- 
vived four months. 

The remaining four patients were managed by bilateral hypogastric artery 
ligation alone. In one patient, bleeding stopped completely. She is now alive and 
well, without recurrence of bleeding or carcinoma, two and a half years later. 
Two patients had several episodes of moderate bleeding requiring packing. They 
survived 16 and 19 months after ligation. One patient had four “rather severe” 
episodes of rectovaginal bleeding requiring packing. This patient is alive four 
months following operation. 10 references. 1 table. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


11. Carcinoma of the Ovary. WARREN H. PEARSE AND 8. J. BEHRMAN, Ann Arbor, 
Mich. Obst. & Gynec. 3:32—45, January 1954. 


Authors have analyzed 272 cases of histologically proven ovarian malignancy 
treated during the past 21 years (analysis of pathology, therapy, and prognosis 
includes 262 cases with L100 per cent follow-up). The pathologic diagnosis in the 
majority of cases (235) was cystadenocarcinoma. Granulosa cell tumors were 
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found in 6 cases. The average age was 54. Most of the cases in patients under 
30 years of age represented malignant teratomas, dysgerminomas and hormone- 
producing tumors. No significant menstrual abnormalities were found. Sixty-one 
and eight tenths per cent of the patients were postmenopausal when the neoplasm 
was first diagnosed. Six had previous total hysterectomies, developing ovarian 
carcinoma from one to 23 years later; 6 additional patients had irradiation castra- 
tion. The infertility rate in the present series was 26.4 per cent, which is higher 
than that in the general population. Three cases of ovarian carcinoma were 
encountered in pregnant patients. 

In the 213 cases in which family history was available, 92 patients (43.2 per cent) 
reported that carcinoma had been diagnosed in members of their immediate 
families. In addition, 16 patients (5.9 per cent) had another primary malignant 
growth. At least half of the patients had noted some degree of abdominal pain or 
swelling; almost 25 per cent had abnormal vaginal bleeding. In: 6 patients who 
were symptom-free, malignancy was discovered on routine pelvic examination, 
Despite prompt treatment, 3 of these died from widespread metastases within two 
years of diagnosis. The patient’s delay, from onset of symptoms until medical 
care was sought, averaged 9.1 months. Only 55 per cent of the cases were sus- 
pected of carcinoma on pelvic examination; nearly 15 per cent were diagnosed 
first by the pathologist. Ascites was present at the time of original examination 
in 32.1 per cent of the patients. In 58 patients, no discrete ovarian tumors could 
be outlined, but nodular areas were present in the pelvis. When first diagnosed, 
182 patients had metastases, and 39 had local extensions which were surgically 
removable. 


The use of the Helsel grouping for clinically classifying ovarian carcinoma is 


advocated. “Analysis of treatment has suggested that total hysterectomy, bi- 
lateral salpingo-oophorectomy, and postoperative x-radiation therapy offers the 
best hope for survival.” The absolute survival rate in the present series was 20.6 
per cent at five years and 13.6 per cent at 10 years. 


Symptoms are so inconstant and unreliable that only frequent periodic pelvic 
examination coupled with a high index of suspicion in the susceptible age group, 
especially where there is a positive family history of malignancy, can lead to 
earlier diagnosis, the only hope for increased survival. 


12. Primary Carcinoma of the Fallopian Tube. HARLEY E. ANDERSON, CLARENCE 
F. BANTIN, HORACE K. GIFFEN, LELAND J. OLSON, AND COLIN B. SCHACK, 
Omaha, Neb. Obst. & Gynec. 3:87-92, January 1954. 


‘Primary carcinoma of the fallopian tube is a rare pelvic tumor. Review of the 
literature reveals approximately 490 reported cases. The signs and symptoms are 
so protean that diagnosis of primary carcinoma of the fallopian tube is rarely 
made preoperatively. Chief complaints suggesting the disease are: vaginal dis- 
charge, usually bloody; abdominal pain, generally on the affected side (if lesion is 
unilateral); and abdominal enlargement due to tumor mass which is usually easily 
palpable. Most authors feel that there is no correlation between the degree of 


march 1954 QUARTERLY REVIEW OF SURGERY 


| 
4 
J 
68 


histologic malignancy and the prognosis which “is considered extremely poor.” 
Bilateral salpingo-oophorectomy and panhysterectomy is regarded as the surgical 
treatment of choice. The present trend is to follow surgery with x-ray therapy. 

The authors add one more proven case to the literature and present illustrations 
of the gross findings that may be of assistance in surgical diagnosis and therapy. 
In the case presented, a left salpingo-oophorectomy, right salpingectomy, and 
total hysterectomy were performed. The following diagnosis was made: complete 
uterus with atrophy, endometrial adenomatous polyp; squamous metaplasia and 
hyperplasia in cervix; hydrosalpinx with poorly differentiated papillary adeno- 
carcinoma, cystic, in fallopian tube (primary); ovary with small follicular cysts, 
uterine leiomyomas. The patient was dismissed on the seventh postoperative 
day after uneventful recovery and has remained well for four and a half months. 


13. Physiological Salpingilis. Ss. NASSBERG, D. G. MC KAY, AND A. T. HERTIG, 
Boston, Mass. Am. J. Obst. & Gynec. 67:130-137, January 1954. 


The report describes the histologic picture of a nonbacterial acute salpingitis 
(physiologic salpingitis) and discusses its possible cause. 

Observations were made on fallopian tubes removed surgically during the past 
two years in cases where the associated uterus showed menstruating endometrium. 
The microscopic sections of the tubes and the endometrium were reviewed. Cases 
with obvious salpingo-oophoritis due to bacterial infection were excluded. 


Of 69 patients who had hysterectomy and salpingectomy at the time of menstrua- 
tion, 43 (62.3 per cent) showed some degree of inflammation of the tubes. The 
inflammatory reaction was largely characterized by polymorphonuclear leukocytes 


within the lumen of the tubes and in the stroma of the tubal plicae, but only 
rarely in the inner portion of the muscular wall. The plicae also showed edema, 
stasis of leukocytes within their capillaries, and dilation of their lymphatics. The 
inflammation was for the most part confined to the mucosal region of the tube, 
and the muscular walls were seldom involved. 

The majority of cases of physiologic salpingitis occurred in the mid-menstrual 
period. The authors suggest that, since endometrial debris and polymorphonuclear 
leukocytes and red-cell debris were found in the tubal lumina and because the 
inflammation was superficial and submucosal, the cause may be related to the 
regurgitation of menstrual blood into the tubes during the menstrual period. 
1 references. 7 figures. 


BOOK REVIEWS 


Diseases of Women. ROBERT JAMES CROSSEN. Tenth edition. The C. V. Mosby 
Co., St. Louis, Mo., 1953. 


This tenth edition of one of the standard works on gynecology not only main- 
tains the high standards of its predecessors but is vastly improved. It is a 900 
page volume in beautiful format and with many excellent illustrations. The long 
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first chapter on the anatomy and physiology of the pelvic organs is carefully 
prepared and well balanced. A section on examination and diagnosis follows, 
with a description of cervical biopsy, not often found in texts. Endocrine investi- 
gation is the subject of the third section. Other sections of the book are devoted 
to specific lesions, which are treated in great detail, both from the standpoint of 
diagnosis and treatment. 

Dr. Crossen generally has avoided discussion of operative technic, this being 
reserved probably for the companion volume, “Operative Gynecology.” Notable 
is a full discussion of the use of the vaginal pessary, that tremendously valuable 
adjunct to treatment so often forgotten. o 

The section on uterine cancer is detailed and authoritative. A full discussion is 
devoted to cytology, and all accepted methods of treatment are described. 

Dr. A. N. Arneson has written an accurate and complete section on radiation 
therapy, and extra-uterine pregnancy and ovarian tumors are thoroughly covered. 
Final chapters deal with sterility and climacteric disturbances, and there is a 
significant section on medico-legal points in gynecology. This is one of our best 
books on the subject and is highly recommended.—Edward A. Schumann. 


Praklische Geburlshilfe. DR. W. PSCHYREMBEL. Third edition. Walter De Gruyter 
& Co., Berlin, 1953. 


This is one of the first of the postwar German texts to come to the attention of 
this reviewer and it is not an impressive example. The author states that his 
work is designed to aid physicians in house practice, and procedures to be carried 
out in the clinic have been given a secondary place. For example, although this 
is a 600 page textbook of obstetrics, cesarean section is mentioned only for use in 
the clinic under certain conditions. The use of the roentgen ray in obstetric 
diagnosis and pelvic mensuration is also mentioned but not discussed in any sense. 
Time-honored methods used in breech presentation are considered in detail, but 
use of forceps on the aftercoming head is very briefly cousidered. Whether this 
book will ever be translated into English is questionable. The author has ap- 
parently paid little or no attention to literature outside of Germany.-Edward A. 
Schumann. 


Hypertensive Disorders of Pregnancy. EARNEST W. PAGE. Charles C Thomas, 
Publisher, Springfield, Ill, 1953. 


This small volume of 120 pages is a terse, succinct and authoritative discussion 
of the hypertensive disorders of pregnancy. Dr. Page is an authority in this field, 
having devoted much time to its study. 

Unlike too many monographs of this nature, the book begins with a profound 
and scientific discussion of the subject, followed by symptomatology and _treat- 
ment of each phase of hypertensive toxemia, presented in a clear and practical 
fashion. Dr. Page’s analysis and discussion of the changes in renal function in 
these disorders is comprehensive. Altogether this is a most useful and satisfactory 
book for the obstetrician, as well as for the student of changes in kidney function. 
—Edward A. Schumann. 
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N 50% of menstruating women,! 

emotional symptoms have a phy- 
sical basis that you can treat medi- 
cally. The syndrome of premenstrual 
tension—depression, irritability, anx- 
iety, headaches, fatigue, mastalgia, 
edema —“‘cannot be dismissed as be- 
ing neurotic or primarily phycho- 
genic.”* 
Effective in 80-90%, of cases, reports 
Morton:3.4 “The greatest improve- 
ment was noted in the nervous and 
mental symptoms.’’S 


1. Freed, S. C.: Internat. Rec.’Med. 166:465 (Nov.) 1953. 
2. Rees, J.Ment. Se. 99:62 (Jan.) 1953.3. Morton. J. H., 


et ol.: Am. J. Obst. & Gynec. 65:1182 une) 1953. 


4. Morton, J. H.: Internat. Rec. Med.) 66:505 (Nov.) 1953. 
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NERVOUS DISORDER 
OF WOMEN 
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F 2 Pre-mens 

tablets t.i.d., 

p.c., for 10 days 
premenstrually. 

In bottles of 60. 
Recommend a high-protein, 
low-salt diet. 


Sam ples available on request. 


Each Pre-mens enteric 
coated tablet contains: 


Ammonium chloride 
Homatropine methylbromide 
Cafleine alkaloid 

Vitamin B, (Thiamine HCl) 
Vitamin B, (Riboflavin) ..... 
Vitamin B, (Pyridoxine HCl) . . 
Calcium pantothenate 
Niacinamide 
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FIRST AND 
ONLY 


broad-spectrum 
antibiotic available 


for intramuscular use 


‘Terramycin 


Brand of oxytetracycline 


INTRAMUSCULAR 


* Rapidly attained therapeutic levels 
* Adequate broad-spectrum action 
* For use when oral therapy is not practical or is contraindicated 


* Just 100 mg. (one single-dose vial) every 8 or 12 hours is 
adequate for most infections in adults 


* Usually well tolerated on DEEP intramuscular injection (Con- 
tains procaine to minimize local tissue reaction) 


* When reconstituted, forms a clear solution 


Supplied: In dry powder form, in single-dose, silicone-treated, 
“drain-clear” vials. When reconstituted by addition of 2.1 ce. of 
sterile aqueous diluent, each single dose (2 ce.) contains: 


Crystalline Terramycin hydrochloride . . . . . . 100mg. 
Magnesium chloride . . . . .... 100 mg. 
Procaine hydrochloride . . . . . .... . . 2%w/v 
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